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“ .-no known contraindications.” 


in use in more than 
3000 hospitals 


to control bleeding 


SALICYLATE 
(brand of carbazochrome salicylate) 


Adrenosem Salicylate has been used prophylac- Supplied in 
tically and therapeutically in virtually every ampuls, 
operative procedure. Case histories have been tablets 


published on its successful use in the following 


and as @ syrup. 
procedures and conditions: 


Tonsillectomy, adenoidectomy and nasopharynx surgery 1. Bacala, J.C.: The Use of the 


Prostatic, bladder and transurethral surgery Systemic Hemostat, Carbazo- 
Excessive postpartum bleeding and uterine bleeding chrome Salicylate, West J. Surg. 
Thoracic surgery 64:88 (1956). 


Gastrointestinal bleeding 
Also: Idiopathic purpura 
Retinal hemorrhage | 


Familial telangiectasia 


Epistaxis 
Hemoptysis Write for comprehensive illustrated 
Hematuria 


Pulmonary bleeding brochure describing the action and 
Metrorrhagia and menorrhagia uses of Adrenosem Salicylate. 


The S. MASSENGILL Company 


Bristol, Tennessee ° New York . Kansas City . San Francisco 
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PHARMACIST—a real space-saver.... 1 tablet a day does the work of 8 other sulfa tablets 


Tablets: Each quarter-scored, 
peach -colored tablet contains 
0.5 Gm. (745 grains) of 
sulfamethoxypyridazine. Bottles 

of 24, 100 and 1000 


Syrup: Each teaspoonful (5 cc.) 
of caramel-flavored syrup 
contains 250 mg. of 
sulfamethoxypyridazine. 
Bottles of 4 fi. oz. 


SULFAMETHOXYPYRIDAZINE LEDERLE 


NEW YORK 


LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, 


*Reg. U.S. Pat. Off. 
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EVERYBODY BENEFITS FRO! 
SULFA THAT CUTS DOSAGE OVER 75% 


2 


provides dependable. fast, effective therapy 


dependable action 


because all patients show therapeutic blood 
concentrations of penicillin with recom- 
mended dosages. 


quick deployment 


of the bacteria-destroying antibiotic. Within 
five to fifteen minutes after administration, 
therapeutic concentrations appear in the 
general circulation. 


higher blood levels 
than with any other penicillin given orally. 


Bactericidal concentrations are assured. 
Infections resolve rapidly. 


Dosage: 125 or 250 mg. three times daily. 


Supplied: Tablets, scored, of 125 and 250 
mg. (200,000 and 400,000 units). 


New V-Cillin K, Pediatric: In bottles of 


40 and 80 cc. Each 5-cc. teaspoonful pro- 
vides 125 mg. V-Cillin K. 


V-Cillin® K (penicillin V potassium, Lilly) 


INDIANA, 


HOSPITALS, J.A.H.A. 
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Parkside Mode/ 5607 


IF IT’S A GENUINE Gendron__ 


..- IT’S THE FINEST OF ITS KIND! 
for quality, durability... for assured patient comfort! 


Like all Gendron wheeled equipment, for 
hospital or home patient rehabilitation, the 
Parkside folding wheel chair is designed to 
provide the utmost in appearance, comfort 
and mobility. The strong, ruggedly con- 
structed frame is welded, chrome plated 
tubular steel for years of trouble-free serv- 
ice and pleasing appearance, plus extra 
strength and shock absorbing action. Back 
and 18” seat are of soft, yet rugged Nylon 


Mohair for warmth. This exclusively Gen- 
dron seat won’t sag or squeeze, but offers 
continued patient comfort over long periods 
of usage. Standard equipment includes up- 
holstered arm rests, stainless steel side 
guards, adjustable die-cast aluminum fold- 
ing foot rests, 24’’ ball bearing tangent 
spoke rear wheels with 1”’ rubber tires, and 
tubular handrims. Write for full details on 
the Parkside and Gendron’s complete line. 


GENDRON ...FOR OVER 85 YEARS THE QUALITY MANUFACTURER 
OF WHEELED EQUIPMENT FOR THE PATIENT OR THE HANDICAPPED 


WHEEL INVALID COMMODES INVALID WALKERS WHEEL STRETCHERS 


THE 
BGENDRON 


WHEEL COMPANY 
PERRYSBURG, OHIO 


HOSPITALS, J.A.H.A. 
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Aren hexachiorophene 
massage | 
perfect for the patient + nicer for the nurse 


© W ... germicidal Hexachlorophene 
to help in the reduction and control of 
bacterial flora of the skin. 


WwW... a delightful floral fragrance, 
pleasing to men and women. 


r) © W ... a handy dispenser-cap which 
eliminates irritating searches for errant Po 
bottle caps. | 
4 
W... a blue-and-white unbreak- 
able squeeze bottle for an easier, more 
. controlled flow. 
pilus the soft creamy texture, 
penetrating skin effects, and brisk cool- 
ing qualities for which Aren Massage 
Lotion is famous. 


Available in stock printed t ™m or personalized with hospital name and picture 


Standard Aren Lotion will still be available in the familiar green-and-white plastic bottle. 


Genera/ Offices: Milwaukee 12, Wisconsin J 4 
Atianta 24, Georgia « Cohoes, New York 
Dalias 7, Texas +- Minneapolis 14, Minnesota 


Manufacturers and Distributors of Hospital! and 
Sanatorium Equipment and Supplies Since 1914 
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hospital asseciation meetings 


NATIONAL HOSPITAL ASSOCIATIONS 


American Hospital Association 
1959 Midyear Conference of Hospital 
Association Presidents and Secretaries 
—February 4-5; Chicago (Palmer 
House) 
1959 Annual Convention — August 
24-27; New York City (Coliseum; 
Statler Hotel) 
_1960 Annual Convention — August 
29-September 1; San Francisco (Civic 
Auditorium) 


(THROUGH OCTOBER 1959) 


American Protestant Hospital Associa- 
tion—January 27-30; St. Louis (Jef- 
ferson Hotel) 

Canadian Hospital Association — May 
11-13; Montreal (Queen Elizabeth 
Hotel 

Catholic Hospital Association—May 3! - 
June 4; St. Louis (Kiel Auditorium) 

National Association of Methodist Hos- 
pitals and Homes — January 27-30; 
St. Louis (Sheraton-Jefferson Hotel) 


REGIONAL MEETINGS 
(THROUGH OCTOBER 1959) 


Association of Western Hospitals—May 
4-7; Selt Lake City, Utah (Utah Ho- 
tel) 

Corolinas-Virginias Hospital Conference 


—April 16-17; Roanoke, Va. (Hotel 
Roanoke } 

Maryland-District of Columbia-Delaware 
Hospital Association——-November 3-5; 
Washington (Shoreham Hotel) 

Mid-West Hospital Association — Apri! 
1-3; Kansas City, Mo. (Municipal 
Auditorium; President Hotel) 

Middle Atlantic Hospital Assembly — 
May 20-22; Atlantic City, N. J. 
(Convention Hall) 

New England Hospital Assembly— March 
23-25; Boston (Statler Hotel) 

Southeastern Hospital Conference— Apri! 
8-10; Atlanta (Atlanta-Biltmore Ho- 
tel) 

Tri-State Hospital Assembly —— Apri! 
27-29; Chicago (Palmer House) 
Upper Midwest Hospital Conference — 
May 13-15; Minneapolis {Minne- 
apolis Auditorium; Leamington Hotel} 


STATE AND PROVINCIAL MEETINGS 
(THROUGH APRIL 1959) 


Alabama Hospital Association— January 
23-24; Mobile (Admiral Semmes Ho- 
tel) 

Arizona Hospital Association——November 
13-14; Phoenix (Westward-Ho Hote!) 

Florida Hospital Association—November 
20-21; West Palm Beach (George 
Washington and Pennsylvania Hotels) 

Georgia Hospital Association——March 5- 
6; Augusta (Bon Air Hotel) 


Illinois Hospital Association——December 
4-5; Springfield (Abraham Lincoln 
Hotel) 

lowa Hospital Association——Apri! 23-24; 
Des Moines (Savery Hotel) 

Kanses Hospital Association——November 
13-14; Hutchinson (Boker Hotel) 
Kentucky Hospital Association March 
31-April 2; Lexington (Phoenix Ho- 

tel) 

Louisiana Hospital Association — Merch 
5-7; Baton Rouge (Bellemont Motor 
Hotel ) 

Minnesota Hospital Association Novem - 
ber 7; St. Paul (Lowry Hotel) 

Missouri Hospital Association——Novem- 
ber 19-21; Kansas City (President 
Hotel) 

New Mexico Hospital Association——Apri! 
10-11; Albuquerque (Hilton Hotel) 
Ohio Hospital Association — Apri! 6-9; 
Columbus (Deshler-Hilton Hotel) 
Oklahoma Hospital Association——-Novem- 
ber 6-7; Oklahoma City (Skirvin Ho- 

tel) 

Comite des Hopitaux du Quebec—Joan- 
uary 21; Montreal (Headquarters of 
the Comite des Hopitaux du Quebec) 

South Caerolina Hospital Association 
Roanoke, Va. ‘Hotel Roanoke) 

Virginia Hospital Association——Novem- 
ber 14-16; Roanoke (Roanoke Hote!) 

Wisconsin Hospital Association ——Morch 
12; Milwaukee (Hote! Schroeder) 


(Continued on page 108) 


patient “prep” 


in two minutes 


without 
skin irritation 


provide antiseptic 


REFINED (TO ENSURE QUALITY) &® 


ZEPHIRAN 


When used in the preoperative 
“prep,” Zephiran kills gram-posi- 
tive and gram-negative bacteria in 
seconds. Laboratory studies show 
that Micrococcus pyogenes var. 
aureus is killed within one minute 
and Pseudomonas aeruginosa 
within two minutes when exposed 
to Zephiran chloride in 1:1000 di- 
lution. Zephiran is virtually non- 
toxic in proper dilution; it will not 


irritate tender, traumatized skin 
or mucosa. In its manufacture only 
the finest available grades of raw 
materials are used. Special manu- 
facturing and purification proc- 
esses are employed. The finished 
product is subjected not only to 
prescribed U.S.P. tests but also to 
special toxicity and tissue irrita- 
tion experiments to ensure high- 
est purity and optimal tolerance. 


rE“, 


BENZALKONIUM CHLORIDE 


Supplied: Tincture 1:1000 

tinted, tincture 1:1000 stain- 
less, and aqueous solution 
1:1000 in 8 oz. and 1 gal. 
bottles. Concentrate (12.8% 
buffered aqueous solution) in 
4 oz. and 1 gal. bottles. 


(| LABORATORIES 


NEW YORK 16, N.Y. 
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No wonder it’s standard equipment 


Over 83% of all hospitals in the U.S. aceredited for residency training in pediatrics 
have purchased CROUPETTES. Moreover, one or more hospitals affiliated with 
each of the 75 approved U.S. Medical Schools have purchased CROUPETTES. 
First ‘cool vapor’ croup tent, the CROUPETTE consistently excels all others in 
comfort, convenience and safety. The fresh, moisture-saturated air is effectively 
cooled and oxygenated by exclusive CROUPETTE forced circulation. Aerosol or 
oxygen therapy may be easily administered. With no moving parts, the CROUPETTE 
is as simple as it is safe and efficient. Light, compact, portable. 
Includes spare atomizer. 


Visibility and accessibility are CROUPBTTE features. Cooled, supersaturated, aerated vapor provides immediate relief and comfort. 


The/ Croup erte’/ 


AIR SHIELDY Ad Hatboro, Pa. OSborne 5-5200 


Cool-Vapor and Oxygen Tent By 


For information or orders, call us collect from any point in the U.S.A. 
In Canada: Air-Suietps (CANADA), Lrp., 8 Ripley Avenue, Toronto 3, Ont. Roger 6-5444, 
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officers, trustees and councils 


OF THE AMERICAN HOSPITAL ASSOCIATION 


President 


Ray Amberg. University of Minnesota Hospitals, Min- 
neapolis 14 


President-Elect 


Russell A. Nelson. M.D.. Johns Hopkins Hospital, 
Baltimore 5 


Immediate Past President 


Tol Terrell, Shannon West Texas Memorial Hospital, 
San Angelo. Tex. 


Treasurer 


John N. Hatfield, Passavant Memorial Hospital, Chi- 
cago 


Secretary 


Edwin L. Crosby, M.D., 18 E. Division St., Chicago 10 


Board of Trustees 


Ray Amberg, ex officio, chairman, University of Min- 
nesuta Hospitals, Minneapolis ! 

John N. Hatfield, ex officio, Passavant Memorial Hos- 
pital, Chicago 11! 

Russell A. Nelson. M.D 
Hospital. Baltimore 5 

Tol Terrell. ex officio, Shannon West Texas Memorial 
Hospital. San Angelo. Tex 


ex officio, Johns Hopkins 


Term Expires 1959 

Abbie E. Dunks. Boston Dispensary. Boston 11 

Reid T. Holmes, North Carolina Baptist Hospital, 
Winston-Salem 7, N.C 

Ray K. Swanson, Swedish Hospital, Minneapolis 4 


Term Expires |960 

Rt. Rev. Mser. Edmund J. Goebel, archdiocesan direc- 
tor of hospitals Milwaukee 12 

Rear Adm. B. W. Hogan. MC, USN. surgeon general, 
Department of the Navy, Washington 25 

Carl C. Lamley. Stormont-Vail Hospital, Topeka, Kans. 


Term Expires 

D. BR. Easton, M.D., 
monton, Alta. 

Frank S&S. Groner, Baptist Memorial Hospital, Memphis 
3. Tenn 

Clarence E. Wonnacott, Dr. W. H. Groves Latter-Day 
Saints Hospital. Salt Lake City 3, Utah 


Royal Alexandra Hospital, Ed- 


Coordinating Council 


Russell A. Nelson,, M.D.. 
Hospital, Baltimore 5 
J. Mile Anderson, Sirong Memorial Hospital, Rochester 

N.Y 


chairman, Johns Hopkins 


E. Dwight Barnett. M.D.. Paleo Alto-Stanford Hospital 
Center, Palo Alto. Calif 
Rebin C. Buerki. M.D.. Henry Ford Hospital, Detroit 


Stanley A. Ferguson, University Hospitals of Cleveland, 
Cleveland 6 

Charlies Garside, Associated Hospital Service of New 
York, New York 16 

T Stewart Hamilton, M_D., 
ford 15, Conn 

Mrs. Chester A. Hoover, Santa Monica Hospital, Santa 
Monica, Calif 

Boone Powell, Baylor University Hospital, Dallas 10, 
Tex. 


Hartford Hospital, Hart- 


Council on Administrative Practice 


Chairman: Stanley A. Ferguson, University Hospitals 
of Cleveland, Cleveland 6 


Term Expires 1959 

Sister Mary Brigh. R.N.. St. Mary's Hospital, Roches- 
ter, Minn 

Riley McDavid. Kenosha Hospital, Kenosha, Wis 

Richard T. Viguers, New England Center Hospital, 
Boston 11 


Term Expires 1960 

Horace M. Cardwell, Memorial Hospital, Lufkin, Tex. 

George A. Hay (vice chairman), Hospital of the 
Woman's Medical College of Pennsylvania, Philadel- 
phia 2 

Clyde L. Sibley, Birmingham Baptist Hospital, Bir- 
mingham 11, Ala. 


Term Expires (96! 

Mark Berke. Mount Zion Hospital and Medical Center, 
San Francisco 15 

James M. Crews, Methodist Hospital, Memphis 4, Tenn. 

William K Klein, Long Island College Hospital. 
Brookiyn 1, N.Y. 

Secretory: HKichard L. Johnson, 18 E. Division S&t., 
Chicago 10 


Council on Association Services 


Chairman: Boone Powell, Baylor University Hospital, 
Dallas 10, Tex. 


Term Expires 1959 

John A. Dare. Virginia Mason Hospital, Seattle | 

Pat N. Groner (vice chairman), Baptist Hospital, 
Pensacola, Fla. 


Donald M. Rosenberger. United Hospitals of Newark. 
Newark 7. N.J ‘ 


Term Expires 1960 

Leo M. Lyons, American Protestant Hospital Associa- 
tion, Chicago 3 

Roy R. Prangley. St. Luke's Hospital. Denver 3 

Abram L. Van Hern. M.D... Kate Macy Ladd. Con- 
valescent Home, Far Hills, 


Term Expires 196! 

Avery M. Millard, California Hospital Association, San 
Francisco 2 

Sister Rose Marie. St. Mary's Hospital. Pierre. 8. Dak. 

Rev. Granger Westherg. University of Chicago Clinics, 
Chicago 37 

Secretary: Edmond J. Lanigan. 18 E. Division St., 
Chicago 10 


Blue Cross Commission 


Chatrman: Charles Garside, Associated Hospital Serv- 
ice of New York, New York 16 


Term Expires 1959 

H. Charles Abbott (vice chairman), Hospital Service 
of Southern California. Los Angeles 27 

Kenneth B. Babeock. M.D... Joint Commission on 
creditation of Hospitals. Chicago 

Charles Garside. Associated Hospital Service of New 
York, New York 16 

Elisha M. Herndon. Hospital Care Association, In 
Durham, N.C 

Walter R. McKee (treasurer), Group Hospital Serr- 
ice, Inc., Dallas 22, Tex 

John B. Morgan Jr.. Associated Hospital Service. Inc.. 
Youngstown 7, Ohio 

Sianley H. Saunders. Hospital Service Corporation of 
Rhode Island, Providence 2, BI 


Term Expires 1960 

George T. Bell. Hospital Service Association of North- 
eastern Pennsylvania, Wilkes-Barre. I’a 

Joseph O. Burger, Nebraska Blue Cross Hoepital Serv- 
ice Association, Omaha 2. Nebr 

Frank S. Groner. Baptist Memorial Hospital, Memphis 
3. Tenn. 

Raiph G. Hammersley Jr Associated Hospital Serv- 
ice of Capital District. Albany 10. N.Y 

William 8S. MeNary. Michigan Hospital Service. De- 
troit 26 

Joseph A. Monaghan, Alberta Bine Cross Plan. Ed- 
monton, Alta 

H. F. Singleton, Biue Cross-Blue Shield of Alabama, 
Birmingham 5. Ala 


Term Expires (96! 

Rt. Rev. Msgr. Robert A. Maher. diocesan director of 
health and hospitals. Tolede 2. Ohio 

Director: Richard M. Jones. 425 N. Michigan Ave., 
Chicago 11 


Council on Government Relations 


Chairman: Robin Buerki, M Henry Ford Hos- 
pital, Detroit 2 


Term Expires 1959 

Edwin B. Peel, Georgia Baptist Hospital, Atlanta 3 

Martin R. Steinberg, M.D.. Mount Sinai Hospital, 
New York 29 

William L. Wilson (vice chairman), Mary Hitcheock 
Memorial Hospital, Hanover. N.H 


Term Expires 1960 

Harry E. Panhorst, Washington University Clinics, St. 
Louls 10 

Harold Prather. Richmond Memorial Hospital, Rich- 
mond 27, Va 

Kenneth Wallace, St. John's Hospital, Tulsa 4. Okla 


Term Expires 

James P. Dixon, M.D.. Department of Public Health. 
502 City Hall Annex, Philadelphia 7 

Kenneth Holmquist, Bethesda Hospital, St. Paul 1 

Rt. Rev. Msgr. F. M. J. Thornton. Catholic Hospital 
Association, Sea Girt. NJ 

Secretary: Kenneth Williamson, Washington Service 
Bureau, Mills Bidg., 17th St. and Pennsylvania Ave., 
N.W., Washington 6 


Council on Hospital Auxiliaries 


Chairman: Mrs. Chester A. Hoover, Santa Monica 
Hospital, Santa Monica, Calif. 


Term Expires 1959 

Mrs. Columbus Conboy, St. Joseph Infirmary, Louisville 
Ky. 

Mrs. Sinton P. Hall. Children’s Hospital, Cincinnati 

F. Ross Porter, Duke Medical Center Foundation. Duke 
Hospital, Durham, N.C 


Term Expires (960 

Guy M. Hanner, Good Samaritan Hospital, Phoenix, 

Ariz. 

Mrs. Harry Milton, Jewish Hospital of St. Louis, St. 
Louis 10 

Laura Vossler, Columbia-Presbyterian Hospital in the 
City of New York, New York 32 


Term Expires 


Mre. Palmer Gaillard Jr. (vice chairman). Mobile 
Infirmary. Mobile 16. Ala 
Mrs. Leonard A. Lang. (Cambridge State School and 


Hospital, Cambridge. Minn 

Mrs. Kurt A. Scharbau. Rockford Memorial Hospital 
Rockford. Tl 
Secretary: T’atricia Sussmann 
Chicago 10 


Division St 


Council on Planning, Financing 
and Prepayment 


Chairman: J. Milo Anderson. Strong Memorial Hos 
pital, Rochester 20, N.Y 


Term Expires 1959 

Alfred Paul Bay. M.D.. Topeka State Hospital, Tonek.s 
Kans 

Wesley G. Lamer, Physicians and Surgeons Hoepita: 
Portland Ore 

Sidney Liswood. New Mount Sinal Hospital, Toront 
=. Ont 


Term Expires (960 

Herman Herold, North Lowisiana Sanitarium. Shreve- 
port 

Delbert L. Pugh. Columbus Hospital Federation. Colum 
bus 3. Ohi 

Sister Mary Vincent. R.N 
Antonio 7, Tex 


Santa Rosa Hospital, San 


Term Expires 

Dean A (lark M 1) ivme chairman), Massachusetts 
(seneral Hospital, Boston 

Jduhn D Porterfield M.D lepuiy surceon eceheral 
Public Health Service. Washington 25 

Joon H. Zenger. Utah Valley Hospital. Prove, Utah 

Secretory: Hiram Sibley, 18 E. Division St.. Chicag 
io 


Council on Professional Practice 
Chairman: Siewart Hamilton M.D Hartfor) 
Hospital. Hartford 15. Conn 


Term Expires 1959 

George E. Cartmill Jr 

S&S. Lepper. 
tal, Boston 14 

W. W. Stadel. M.D... San Diego County General 
pital, San Diego 3. Calif 


Term Expires 1960 

Louis B. Biair. St. Luke's Methodist Hospital, Ceda: 
Rapids, lowa 

Gerhard Hartman. Iniversity Hospital of Lowa 
lowa City, lowa 

Leon C. Pullen Jr.. Decatur and Macon County Hesp! 
tal. Deeatur. 


Harper Hoeepital, Detroit 1 
Massachusetts General 


Term Expires (96! 
Leonard ©. Bradley. 
tal. Winnipes 3. Man 
Richard D. Vanderwarker, Memorial Center for Cancer 
and Allied Diseases. New York “1 

David B. Wilson, M.D. (vice chairman), 
Hospital, Jackson 5. Miss 

Secretary: LeRoy E. Bates. M.D... 18 Division 
; 10 


Chicago 


Winnipeg General Hoepi 


University 


Council on Research and Education 


Chairman: ©. WDwieht Barnett. VD. 


Palo Alto 
Stanford Hospital Center. Palo Alte. Calif 


Term Expires (959 

Philip D. Bonnet M.D. (vice chairman Massa 
chusetts Memorial Huspital. Boston 18 

Nelson F. Evans. University Hoepital, Little Rock Ark 

Harald A. Zealiey, Elyria Memorial Hospital. Elyria 
Ohio 


Term Expires 1960 

Celeste Kemler. Valley View Hospital. Ada. Okla 

4. Dewey Lutes. Woonsocket Hospital, Woonsocket. RI 
Harry M. Maim. Lutheran Hospital and Home Society, 
Call Bidg.. Torrington. Wyo 

Term Expires 196! 

Brig. Gen. Elbert Det'oursey, MC. USA Army Medi 
cal Service School, Fort Sam Houston. Tex 

Charles S. Paxson Jr.. Hahnemann Hospital, Philade! 
phia 2 

James W. Stephan, University of Minnesota. Minne 
apolis 14 

Secretary: Daniel 8S. Schechter, 18 E. Division 
Chicago 10 


Executive Staff 

Edwin L. Crosby. M.D... director 

Maurice J. Norby, deputy director 

Kenneth Williamson, associaie director 
Madison B. Brown, M.D.. associate director 
LeRoy E. Bates, M.D.. assistant director 
James E. Hague. assistant director 

kdmond J. Lanigan. assistant director 

Alan E. Treloar, assistant director 


John E. Sallivan, con/ro/le, 
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WikL.sonw SURGEONS GLovEs 


Each RAPAK Unit Contains: 

one pair of the popular Wiltex, white latex 
surgeons’ gloves with curved fingers, rolled 
wrists, color-coded for size... 

BIO-SORB powdered — gauze pads at wrists — 
BIO-SORB Dusting Powder packet in cuff— 
disposable hand drape—double wrapped in : 
2-way reusable stretch crepe Kraft—sealed ° 
with color-ifidicator autoclave tape imprinted 

with glove size. 


A DIVISION OF BECTON, DICKINSON AND COMPANY e« 
BIO-SORB DUSTING POWDER iS A T.M. OF ETHICON, INC 


8-D IS A TRADEMARK OF BECTON. DICKINSON AND COMPANY. WILSON. WILTEXK AND RAPAK ARE TRADEMARKS OF THE WILSON RUSBER COMPANY. 
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this 
sulfa tablet 
works 
4 hours 
a day 
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MIDICEL reduces the hazard of blood level “fall-off’ due to forgotten or 


omitted doses, common with multi-dose sulfa preparations. A single tablet 
provides continuous, therapeutic blood levels for 24 hours—assuring con- 


stant bacteriostasis. 


% Pa = A distinct advance in sul- 
fonamide therapy, MIDICEL 

tages: I tablet-a-day schedule 


(sulfamethoxypyridazine, Parke-Davis) 


—greater convenience and economy for patients - rapid effect—prompt 
absorption - prolonged action—adequate plasma concentrations sustained 
day and night with 1 tablet daily - wide antibacterial effectiveness —in 
urinary tract infections, upper respiratory infections, bacillary dysenteries, 
and surgical and soft tissue infections, due to sulfonamide-sensitive organ- 
isms + well tolerated—low dosage and high solubility minimize possibility 
of crystalluria. 
Adult Dosage: Initial (first day)—2 tablets (1 Gm.) for mild or moderate 
infections, or 4 tablets (2 Gm.) for severe infections. Maintenance—1 tablet 
(0.5 Gm.) daily. Children’s Dosage: According to weight. See literature for 
details of dosage and administration. Available: Quarter-scored tablets of 
0.5 Gm., bottles of 24, 100, and 1,000. 
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in modern 
anesthesia 


NEW McKESSON 


CABINET MODEL 


@ Supplied with any combination of 
gases now in use. 


@ Equipped with bi-phase flow meters. 


@ Flow-rate controls mounted on front 
for utmost operating convenience. 


@ Twin Canister Absorber with 1800- 
gram baralyme capacity. 


HM Bag-Pressure Gauge shows pressure 
of gases in circuit at all times. 


&@ Direct Oxygen Button for immediate 
oxygen under pressure. 


@ Direct Nitrous-Oxide Button for quick 
refilling of nitrous bag. 


M@ Large storage capacity in four lock- 
ing drawers. 


@ Stainless steel top and heavyweight 
steel construction. 


M@ Finished in green enamel, trimmed 
with chrome-plated parts. 


M@ Supplied with wide variety of 
accessories, 


NEW CABINET 
MODEL 


For prices, other features 
and full details, 

write for McKesson 
Cabinet Model literature, 


McKESSON APPLIANCE COMPANY e TOLEDO 10, OHIO 
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introducing the authors 


John R. Gadd discusses the charge 
system that has been found accu- 
rate and easy to operate at the 
100-bed Lee 
Memorial Hos- 
pital, Fort 
Myers, Fla. He 
has served as 
administrator of 
the hospital for 
three years. 

Mr. Gadd 
came to Florida 
from Tennessee 
where he had 
served as assist- 
ant director, associate director and 
later acting director of the Van- 
derbilt University Hospital, Nash- 
ville, from 1950-55. During World 
War II he served as chief pharma- 
cists mate in the U. S. Coast 
Guard. 

A member of the American Col- 
lege of Hospital Administrators, 
Mr. Gadd is a past president of the 
Middle Tennessee Hospital Coun- 
cil. 

He is a graduate of the Univer- 
sity of Chattanooga, Tenn. 


MR. GADD 


John D. Thompson, R.N., F.A.C.H.A., 
research associate at Yale Univer- 
sity, studied recovery room case 
‘histories of 1500 
patients in two 
teaching hospi- 
tals before 
making the rec- 
ommendations 
on recovery 
room design and 
operation in- 
cluded. in his 
article on p. 35. 

Prior to join- 
ing the staff of 
Yale in 1956, Mr. Thompson served 
as assistant director of Montefiore 
Hospital, New York, for six years. 
He also served as administrative 
resident at the hospital after com- 
pleting the academic requirements 
for a master’s degree in hospital 
administration at Yale University. 

Mr. Thompson completed his un- 
dergraduate work at the College of 
the City of New York and received 


MR. THOMPSON 
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his R.N. from the Bellevue Hospi- 
tal School of Nursing for Men, 
New York. 

From 1941-43 Mr. Thompson 
served as pharmacist mate in the 
U. S. Navy at Brooklyn (N.Y.) 
Naval Hospital and aboard the 
U.S.S. Ranger before returning 
stateside to duties of medical ad- 
ministration. 

He is a fellow of the American 
College of Hospital Administrators 
and a member of the American 
Public Health Association. 


Milton W. Skolavt describes how 
the pharmacist and the purchasing 
agent can work together in the 
development of 
specifications 
for medical 
supplies (p. 
61). Mr. Skolaut 
is chief of the 
pharmacy de- 
partment, Clin- 
ical Center, Na- 
tional Institutes 
of Health, Be- 
thesda, Md. 

Mr. Skolaut 
came to the Clinical Center in 
1952 to set up operation of the 
pharmacy department, after hav- 
ing served three years as chief 
pharmacist at the U. S. Public 
Health Service Hospital, Staten Is- 
land, N.Y. 

Prior to entering the Public 
Health Service, Mr. Skolaut served 
as chief pharmacist at University 
Hospital and instructor in phar- 
macy at the University of Mary- 
land, Baltimore. He completed his 
internship and served as assistant 
chief pharmacist at Johns Hop- 
kins Hospital, Baltimore. 

He is a graduate of the Uni- 
versity of Texas College of Phar- 
macy, Austin. 

Active in the American Society 
of Hospital Pharmacists, Mr. Sko- 
laut has served as vice president 
of the organization as well as a 
member of the group’s Committee 
on Narcotic Regulations and the 
Committee on Pharmacists in 
Government Service. 


MR. SKOLAUT 
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MORE HOSPITALS ARE 
USING PRESCO’S IDENTI- 
FICATION BRACELETS *¥ 
ON BOTH MOTHER AND 
BABY! 


PRESCO's sdentification system 
is especially designed to meet 
the requirements of the A.H.A. 
and American Academy of 
Pediatrics. 

The fastest, easiest method for 
positive patient identification! 
Made of soft, pliable, non-toxic 
plastic, in blue or pink. Snaps 
on with slight pressure. No 
tools needed! Conforms to 
baby’s wrist or ankle. 

PRESCO’s Mother-Baby “Mul- 
tiple Ceremony” system provides 
one bracelet for mother and 
one (or 2) bracelets-anklets for 
baby. 1044” long strap. Can 
be prepared in advance. Avoids 
confusion in busy delivery 


room. "PAT. APPLIED FOR 


SEND FOR FREE SAMPLES AND CATALOG. 


Presco 


HENDERSONVILLE, N. C. 
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Hospital 
Management Men 


Before you dismiss “office automation” 


as too costly and complex...read this! 


Today, automation in the office is the subject 
of hot debate. To many hospital administrators 
and comptrollers it means a mass of complicated 
machinery and the highly-trained personnel to 
run it. To others, it means excessive training and 
indoctrination, an inordinate outlay of cash, 
an end to time-tested methods of operation. 


Yet most hospital management men agree that 
today, in the face of ever-increasing costs, what 
they need are the faster, more accurate facts 
and figures that office automation can deliver 
— the up-to-the-minute facts and figures on 
revenue, patient days, service-department 
utilization that contribute so greatly to better 
patient care. But, they ask, how do we get them 
without undue cost and complexity? 


The answer is with new Keysort machines and 
methods. 


Why Keysort? Because Keysort, alone, is reduc- 
ing the cost and complexities of modern office 
automation with a highly-flexible system that 
fits easily into your existing operations. 


Result: Keysort is today cutting paper-work 


down to size. 


Keysort procedures are so simple that they can 


. be handled completely by your present staff. 


Basic data on Keysort Requisition-Charge 
Tickets is simultaneously notched and im- 
printed with the Keysort Data Punch for fast, 
easy classification. Complete and automatic 
processing is provided by the Keysort Tabu- 
lating Punch which punches, adds and totals 
quantities and amounts. Original records can 
now be processed automatically to produce 


desired reports — on time. 


New Keysort machines and methods today 
offer you the simplest means of instituting the 
practical modern office automation which can 
speed to your desk the on-time reports that aid 
you in providing better patient care. With 
little or no change in your present methods. 
Without the need for specialized personnel. — 
And at remarkably low cost. 


Contact your nearby Royal M°Bee Data Proc- 
essing Representative, or write Royal M°Bee 
Corporation, Hospital Division, Port Chester, 
N. Y. for illustrated Brochure S-442. 


ROYAL MCBEE - data processing division 


NEW CONCEPTS IN PRACTICAL OFFICE AUTOMATION 
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in clinical use for more than 12 years and today the most widely prescribed 
single topical antibacterial, Furacin—like other nitrofurans—remains effec- 
tive against pathogens which have developed, or are prone to develop, 
resistance to other antibacterial agents. There has been no evidence that 
originally sensitive strains of staphylococci or other bacteria lose their 
to FURACIN in any 
Available as Soluble Dressing, Soluble Powder, or Solution. Also in Vaginal and | 
Urethral Suppositories and in special formulations for eye, ear and nose. 
one of the unique nitrofurans— products of Eaton research 
Eaton Laboratories, Norwich, New York 


# J 
a 
*Conservative estimate based on combined use of all FURACIN preparations since 1945.0 
® 
4 
brand of nitrofurarone ‘ 


Manually Operated Now 


... Kasy Conversion to 
Electric Operation 


Later on 


4) 


HARD’'S NEW 
UNI-CRANK MULTI-HITE BED 
1493-PG 


e Single crank is permanently attached at foot end. 


e Easy to operate, needs only 29 turns to fully 
elevate or lower entire bed. | 


e Exclusive Fulcrumatic Action reduces compli- 
cated gearing, insures safe, quiet operation. 


e Easy to convert to electric operation when 
desired. 


Standard accessories include: 
Fittings for 1516-PG Slida-Sides 
Chrome Baffle covers 
BB casters 


Contact Your Hospital Supply Dealer or write 


HARD MANUFACTURING COMPANY 
117 Tonawanda Street, Buffalo 7, New York 
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| digest of NEWS 


> STEEL UNION CONSIDERS BUILDING OWN HOSPITALS—-A special committee of 
the United Steelworkers of America is to be established to determine the 
feasibility of setting up a system of hospitals and clinics patterned after 
those run by the United Mine Workers Welfare and Retirement Fund. 
At present the steel union and the steel companies share the cost of 


health insurance premiums, but 
under the program which the spe- 
cial committee is to study the em- 
ployers would pay for the full pro- 
gram. 


> REPORT FROM WASHINGTON— Blue 
Cross rates and hospital costs in 
different parts of the country are 
scheduled to come under congres- 
sional scrutiny. The planned inves- 
tigation stems from a current study 
of medical costs, including Blue 
Cross’ role and the prevailing hos- 
pital charges in the District of 
Columbia. Details p. 93. 

@® The federal government is 
‘ planning to relinquish control of 
the practical nurse program in 
favor of state control of the pro- 
gram. A revised system of distrib- 
uting funds to the states is also 
planned. Details p. 93. 

® Thirty-nine additional schools 
of nursing will receive federal 
funds for graduate nurse training, 
because of a larger congressional 
appropriation. Details p. 93. 

® The Veterans Administration 
is spending a record sum on ren- 
ovation projects this fiscal year, 
as part of a $70 million spending 
program. Details p: 95. 


PEOPLE IN WASHINGTON 


{ Capt. Leo J. Elsasser has been 
appointed chief of the Navy Medi- 
cal Service Corps. He succeeded 
Capt. Willard C. Calkins, who re- 
tired after more than 39 years of 
active naval service. For the past 
year Capt. Elsasser has been com- 
manding officer of the Naval School 
of Hospital Administration, Na- 
tional Naval Medical Center, Be- 
thesda, Md., and a consultant in 
hospital administration to the sur- 
geon general of the Navy. 

{ Maj. Gen. Oliver K. Niess has 
been named to succeed Maj. Gen. 
Dan C. Ogle as surgeon general of 
the Air Force on Dec. 1. For the 
past four years, Gen. Niess has 
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been command surgeon of the Pa- 
cific Air Forces in Hawaii. 

" Brig. Gen. Elbert DeCoursey, 
commandant of the Army Medical 
School at Brooke Army Medical 
Center, Fort Sam Houston, Tex., 
has been promoted to major gen- 
eral. He is a member of the Amer- 
ican Hospital Association’s Coun- 
cil on Research and Education. 

~ Dr. H. van Zile Hyde has been 
appointed assistant to the surgeon 
general of the Public Health Serv- 
ice for international health. Dr. 
Hyde, who has been chief of the 
PHS Division of International 
Health for the last five years, will 
serve as chief advisor on interna- 
tional health affairs to Surgeon 
General Leroy E. Burney. 

{ Dr. Abraham Horwitz has been 
elected director of the Pan Amer- 
ican Sanitary Bureau. He is to take 
office on Feb. 1, 1959, succeeding 
Dr. Fred L. Soper. Dr. Horwitz is 
director of the School of Public 
Health, University of Chile, and 
assistant director of Chile’s Na- 
tional Health Service. 


} EXPLAIN CAUSES OF RISING MEDICAL 
COSTS TO PUBLIC: FLEMMING—State 
public health officials meeting in 
Washington were urged by Health, 
Education, and Welfare Secretary 
Arthur S. Flemming to explain to 
the public the real causes of rising 
medical costs. 

The Association of State and 
Territorial Health Officers met 


Worth Quoting 


with HEW officials Oct. 21-24. 

Mr. Flemming said that “we 
have gotten across to the public” 
the fact that military weapons cost 
more today than they did in World 
War II, but we haven’t done the 
same job in educating the public 
on health costs. Mr. Flemming 
pointed out that “very significant 
breakthroughs” in health have 
caused health practitioners to use 
infinitely more costly procedures 
in health care. He said that it is 
these breakthroughs and not the 
general rise in living costs that is 
the major reason for higher medi- 
cal care costs. 


> DISPUTE IN WISCONSIN—The two 
Blue Shield Plans and the Blue 
Cross Plan serving Wisconsin have 
been engaged in a dispute con- 
cerning geographical areas of cov- 
erage and cost of operation. A re- 
port on this situation begins on 
p. 97. 


> NOVA SCOTIA JOINS CANADIAN NA- 
TIONAL HOSPITAL INSURANCE PROGRAM 
—On Jan. 1, 1959, the Canadian 
province of Nova Scotia will be- 
come part of the federal hospital 
insurance program, under an 
agreement recently signed by the 
provincial and Canadian govern- 
ments. 

This is the seventh such provin- 
cial agreement entered into by the 
Canadian federal government 
under the Hospital Insurance and 
Diagnostic Services Act. The fed- 
eral hospital insurance programs 
in five provinces have been in op- 
eration since July 1. 

In addition to providing insur- 
ance coverage for services in hos- 
pitals, the Nova Scotia agreement 


“. .. Men are not led by being told what they don’t know. Per- 
suasion is a force, but not information; and persuasion is accomplished 
by creeping into the confidence of those you would lead. Their con- 
fidence is gained by qualities which they can recognize, by arguments 
which they can assimilate: by the things which find easy entrance into 
their minds and are easily transmitted to the palms of their hands 
or the ends of their walking sticks in the shape of applause .. . 


” 


—Woodrow Wilson. 
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provides for, on an outpatient 
basis, certain laboratory and radio- 
logical examinations; use of phy- 
siotherapy facilities and radiother- 
apy facilities for treatment of 
malignancy, where such equip- 
ment is available, and necessary 
nursing services. 

Emergency diagnosis and treat- 
ment services are provided for, on 
an outpatient basis, for 48 hours 
following an insured’s accident. 
Services include necessary labo- 
ratory and radiological procedures 
for diagnosis and treatment, use of 


operating rooms and anesthetic 
facilities, drugs, nursing services, 
and necessary meals at the stand- 
ard ward level. 

Nova Scotia’s share of the pro- 
gram will be financed through a 
3 per cent sales tax in the province. 


> vu. OF MICHIGAN TO STUDY SOCIAL 
FACTORS IN AGING—A grant of $350,- 
000 has been made to the Univer- 
sity of Michigan by the Ford Foun- 
dation for a study of the economic 
and social factors affecting the 
aged. The five-year study, to be 
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Dis gation 


There's little doubt that the hospital blanket which is in such 
close contact with the patient offers a fertile field for spreading 
infection. Confirmation by bacteriologic tests usually reveals 
a surprisingly high count under ordinary blanket use situations. 


Efforts to eliminate this reservoir for spreading staph (and 
other potentially dangerous organisms such as tubercle bacilli) 
have stimulated controlled studies in many hospitals... 
and the consequent adoption of routine disinfection 
of blankets between patients. For example— 


In New Hampshire, Adams’ hospital added Amphyl® disinfectant to 
routine laundering of blankets as patients changed, or earlier if soiling 
occurred, with the result that “it renders them routinely sterile” and 
also.“this disinfectant neither shrinks nor discolors blankets.” 


In Washington, Ravenholt and others’ tested Amphyl for 
disinfecting hospital blankets heavily contaminated with staph. 
Their findings indicate that “the addition of a synthetic phenolic 
disinfectant Amphyl achieves virtual elimination of staphylococci 
on the blankets. Routine use of the tested disinfectant for 
washing blankets, pillows, and all laundry materials, as well as for 
surface disinfection, in a Seattle tuberculosis sanatorium for 
seven years has demonstrated that the disinfectant does not injure 
fabrics or other materials nor cause sensitivity reactions in 
personnel or patients. On the basis of these findings, the 
synthetic phenol used in these studies appears to be a suitable 
compound for use in blanket disinfection.” 


Practical problems of laundry handling as well as the bactericidal 
and tuberculocidal effects of Amphyl have been considered 
in these reports. We hope you will find each article helpful 
in making Amphy] blanket disinfection routine in your own laundry. 
Also, Lehn & Fink’s technical staff is always ready to assist 
you in strengthening control of cross infection in any area of your 
hospital. Just write us at 445 Park Avenue, New York 22,N. Y. 


We with be glad 
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1. Adams, Raiph: Med. Times, 86:1119-1127 (Sept.) 1958. 
2. Adams, Raiph: Resident Physician, 4:112-132 (Sept. ) 1958. 


, Professional Division 
Lehn & Fink Products Corporation 


3. Ravenholt, Otto H., and others: Hospitals, 32:75-80 (June 16) 1958 
4. Ravenholt, Otto H.,and others: Med. Bull. U. of Minn. 29:421-429 (May 1) 1958. 
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directed by Dr. Nathan Sinai, di- 
rector of the university’s Bureau 
of Public Health Economics, will 
try to determine, on a nation-wide 
basis, what the health problems of 
the aged are and will offer sugges- 
tions for an attack on these prob- 
lems. 


. GUNDERSEN ASSAILS PIECEMEAL AP- 
PROACH TO FEDERAL CARE OF AGED— 
A warning that congressmen would 
make further at- 
tempts to get 
approval for 
legislation 
aimed at provid- 
ing hospital- 
medical benefits 
for social se- 
curity benefici- 
aries was voiced 
by Dr. Gunnar 
Gundersen. 

Dr. Gunder- 
sen, president of the American 
Medical Association, spoke before 
the 67th annual meeting of the 
Association of Life Insurance Med- 
ical Directors of America, Oct. 23, 
in Hartford, Conn. 

Dr. Gundersen said that though 
the bill introduced by Rep. Aime 
J. Forand (D-R.I.) had not passed 
Congress, proponents of such legis- 
lation may eliminate medical and 
surgical inhospital provisions and 
seek only hospital care for social 
security beneficiaries. 

“... One all-inclusive legislative 
measure [was sought] a decade 
ago,” Dr. Gundersen said. “When 
that failed, the proponents began 
seeking their ends in a piecemeal 
manner. Now they have publicly 
announced their intent to break 
up the pieces into bits, as in the 
case of the Forand bill, hoping 
that within a few years enough 
bits of legislation will be passed 
to make up one large piece. 

Some opponents of national 
compulsory health insurance may 

. . accept a bit of legislation here 
or there with the hope of appeasing 
the opposition or of satisfying a 
particular financial problem for 
themselves. Let us not be duped... 

“We must bestir ourselves now 
and aggressively seek voluntary 
programs to solve the health care 
needs of the aged within the 
pocket-book capacity of the senior- 
citizen group.” 


DR. GUNDERSEN 
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Packaging papers for Johnson & Johnson — 
guaranteed sterile hospital dressings undergo 
a battery of exacting physical and biological — 
One test, the recontamination chamber 
_ (above), bombards paper samples with — 
bacteria-sized particles to measure porosity. 


guaranteed 
sterile 
dressinal 


modern equipment 
STERILIZED with advanced techniques 
MAINTAINED by continuous testing 


2 
4 
* 
— 2 | 
ia 
2 
| 
i 
5 


e 
A 


A 

4 

| 


é 
@ 


s 


© 1958 


TOPPER SPONGES 


A highly absorbent sponge composed of a filmation of 
downy-soft cotton and cellulose enclosed in gauze. | 


THE MOST TRUSTED NAME IN STERILE SURGICAL DRESSINGS . 


PRE-WRAPPED, 
| 
PATIENT-READY 
= 
STERILE 


ghinions and ideas 


LETTERS TO THE EDITOR 


Unlimited visiting 
in a military setting 
Dear Sir: 

We read with interest Capt. 
Leonard Berlow’s article on un- 
restricted visiting (HOSPITALS, 
JOURNAL OF THE AMERICAN HOSPI- 
TAL ASSOCIATION, Sept. 16). May 
we point out though that there is 
no more captive group in the world 
than military patients and that in 
a well-run military installation 
there should not be a visiting prob- 
lem (as a matter of fact, there 
should not be any problem) be- 
cause problems are routinely elim- 
inated by direct order or memo. 

The .situation might be a little 
different at Wright-Patterson Air 
Force Base where there are a num- 
ber of civilian employees but the 
majority of the personnel in the 
average military hospital have no 
relatives in the area so who is there 
to cause the problem? One or two 
of their buddies and a visit from 
the company clerk when there's a 
payroll to sign” 

If there are no worried families 
to create a problem, then where 
does the problem arise? With the 
pediatrics patient, naturally, the 
only patient in Wright-Patterson 
Air Force Hospital or in any other 
military hospital who has a family 
near enough to bother about him 
and the only patient whose plight 
bears any similarity to that of the 
patient in the community hospital 
yet after a trial period restricted 
hours were again put into effect 
and the only area which needed 
attention remains the one area 
which is getting none. The non- 
pediatrics patient in a military 
hospital could have visiting around 
the clock and there would still be 
no problem. 

We'd be interested in knowing 
how many visitors this Air Force 
Hospital (which is 10 miles out of 
town) has in a year and how those 
figures compare with the volume 
of visitors which the community 
hospital in the heart of a large 
city might have to contend with. 
As it stands now the article proves 
only that unrestricted visiting can- 
not be used except where there 


NOVEMBER |, 1958, VOL. 32 


isn’t any need for it.—CHARLES J. 
HACKETT, controller, Hackensack 
(N.J.) Hospital. 


Editer’s note: Mr. Hackett’s letter 
was referred to the author who 
replied in part as follows: 


Dear Sir: 

Iam sorry that Mr. Hackett feels 
that Air Force hospitals are with- 
out comparable problems to ci- 
vilian hospitals. I am also sorry 
he does not understand that Air 
Force people marry and have fam- 
ilies, friends and neighbors just as 
do civilians. Actually there are 
many thousands of military per- 
sonnel stationed on and around 
Wright-Patterson Air Force Base, 
and I venture to say that 70 to 80 
per cent of this number are mar- 
ried and average two children for 
each family. In fact, we average 
8000 outpatient visits by our de- 
pendents each month! In spite of 
direct orders to the contrary, mili- 
tary people do get sick and when 
this occurs they want visitors just 
as do civilian patients. Certainly, 
these are not limited to the com- 
pany clerk and one or two bud- 
dies, but families and friends as 
well. Undoubtedly, Mr. Hackett is 
relating back to his service days 
when it was quite true that train- 
ing areas had only a relatively 
minor number of dependents. This, 
as I have pointed out, is.no longer 
the case.—-CaPpT. LEONARD BERLOW, 
USAF (MSC), preceptor and reg- 
istrar of graduate students in hos- 
pital administration, Air Force 
Hospital, Wright-Patterson Air 
Force Base, Ohio. 


What's your attitude? 


Dear Sir: 

I am looking for some fellow 
readers of your Journal working 
in the field of hospital personnel 
management who would be will- 
ing to take part in a project of 
potential value to them and their 
hospitals. 

This project revolves around an 
attitude survey to be directed to 
hospital department heads and su- 
pervisors, asking opinions of var- 
ious aspects of the personnel 


function in their particular hos- 
pitals. 

If enough personnel people are 
willing, through use of the ques- 
tionnaire, to hold their services up 
to critical light, we may have ma- 
terial for -a most illuminating 
study. If not, those who partici- 
pate will still have sufficient data 
on hand to plan a campaign of in- 
dividual re-education, or more 
hopefully, enough data to warrant 
giving themselves a pat on the 
back. 

I shall be pleased to forward to 
any reader of this column a copy 
of the opinionnaire for review. 
There is no obligation to partici- 
pate in the project; those who wish 
to see the opinionnaire may find it 
useful personally.—THERESA SEL- 
COE, personnel director, Mountain- 
side Hospital, Montclair, N_J. 


Found disinfectant 
effective on blankets 


Dear Sir: 

There are a few items that I 
would like to add from our study 
at Mt. Sinai Hospital to the article, 
“Eliminating Blankets as an In- 
fection Source’’ ( HOSPITALS, 
J.A.H.A., June 16, p. 75). 

With the assistance of the De- 
partment of Microbiology at Mt. 
Sinai tests have been conducted to 
check the bacteria static effective- 
ness on several quaternary ammo- 
nium compounds. We have been 
running tests for several months 
and, to date, none of these com- 
pounds have resulted in the stain- 
ing of any blankets, sheets, dia- 
pers, or towels. There has been no 
evidence that these compounds 
cause diaper rashes, bed sores, or 
skin irritation. 

Mr. Thomas Weil and I recently 
published an article on the effec- 
tiveness of these compounds in the 
July issue of Institutional Laun- 
dry. Our cost figures were consid- 
erably lower than those mentioned 
in the article published in wos. 
PiTaAts. The cost of this precau- 
tion against staph infection, using 
the quantity suggested, would 
come to about 16 cents per 100 
pounds of linen. The cost figure of 
eight cents per blanket would 
make such a process rather pro- 
hibitive.—FRITZ FIELD, supervisor 
of laundry, Mt. Sinai Hospital, 
New York City. 
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Carnation Company announces 


a new ready-prepared infant formula 


based on the medical preference 


for evaporated milk 


Carnalac jis Carnation Evaporated Milk with carbohydrate and Vitamin D 
added. Diluted with water, Carnalac provides the typical 


Carnation Evaporated Milk formula, as usually prepared at home. 


EASY TO SPECIFY-JUST ADD WATER 


New convenience and time-saving for busy doctors and mothers 


NOW~2 WAYS TO SPECIFY CARNANON EVAPORATED MILK 
} 


for maximum for maximum 
convenience flexi bili ty 


and economy 


BOTH PROVIDE THE UNIFORM HIGH QUALITY AND 
PROVEN PERFORMANCE OF CARNATION EVAPORATED MILK 
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Significant Advance 
in Traction Therapy... 


Greatly improved traction therapy for cervical, 
pelvic or manipulative application is now rou- 
tine with the new HAUSTED TRACTIONAID. 
This modern, electronically-controlled and -: 
hydraulically-operated apparatus provides 
smooth, even, steady or intermittent traction 
.. . And only TRACTIONAID automatically 
compensates for patient's movement — up to 
a full 18 inches! Exact, prescribed traction of 
from 0 to 100 pounds may be pre-set. 


Indicated in the treatment of many conditions, 
HAUSTED TRACTIONAID has had thorough 
clinical testing and demonstrated its extreme 
flexibility for use on prone or sitting patients. 


THE | HAUSTED 
| TRACTIONAID 


up to today's most 


and sizes. 


£ 


for complete data & clinical reports write — 


====| || HAUSTED MANUFACTURING COMPANY 
| 
| 
&, 
SSS 
NVERSION 
FREE CO 
TE CHARTS 
oud comnts Sp Some time ago we developed an accurate 
a: 
emmeeenes SS chart (about letter size) for the fast conver- 
: 
—— sion of pounds and ounces into grams— 
itantteé and, of course, grams into pounds and 
ELSE = ounces. We still have some of them left. 
favorite supply If you'd like copies write us. They’re free 
oF el athe asia house or write for for the asking as long as they last. And 
‘re al lad to tell ithout high 
o>: today we're always glad to tell you—without hig 


pressure selling — about Armstrong Baby 


MERCER 
THE GORDON ARMSTRONG CO., INC. 

and NEEDLES WwW 2, TINK. 508 Bulkley Bidg. 
Cleveland 15, Ohio CHerry 1-8345 
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Now 
£Available 
Az without charge 
ome A comprehensive guide to 
. the hypodermic syringe 
runy ulustrated 


senvice ftom headquarters 


How many operating rooms 


Our hospital expects to expand its 
surgical department in the not too 
distant future. Is there a standard 
ratio of operating rooms to number 


of hospital beds? 


There is no specific ratio of oper- 
ating rooms to the number of 
hospital beds which is generally 
considered a standard. As you 
know, operating rooms are both 
expensive to build and to operate. 
Hospitals are urged to balance the 
considerations of efficiency with 
convenience to patients and phy- 
sicians in making a decision on 
the number of operating rooms to 
build. 

Another factor to consider is 
whether all of the operations are 
to be included in the mornings of 


The onswers to these questions should not be con- 
strved as being legal advice. Hospitals with legal 
problems are advised to consult their own attorneys. 


five days a week or whether the 
hospital will staff and utilize its 
operating rooms afternoons and 
on Saturdays as well as the lim- 
ited morning time. 

The past experience of the hos- 
pital’s operating room should be 
reviewed to determine the aver- 
age length of operation, the num- 
ber performed per day, the amount 
of time needed to clean up after 
an operation is concluded. When 
these figures are projected to the 
number of patients which the hos- 
pital expects to serve in a surgical 
department, it will give a sound 
estimate for future hospital ex- 
pansion.—HIRAM SIBLEY 


Autoclaving linens 


What causes autoclaved linens to 
become stiff? Should new linen be 
washed before autoclaving? Will this 
lengthen the life of the linen? 


The life of linen should not be 


affected by washing before being 
autoclaved. However, the auto- 
claving process could contribute 
to shortened life if the linen was 
allowed to become too hot during 
the sterilizing period. 

The autoclaved linen may be 
stiff if the linen contained a for- 
eign material such as starch filler 
which becomes dampened during 
the autoclaving process. This prob- 
lem may vary depending upon 
the grade of linen used and will 
be minimized if the linen is 
washed before it is autoclaved. 

Since the stiffness may be 
caused by excessive dampening in 
the autoclaving process, a close 
check should be made te insure 
that the equipment is functioning 
properly and that instructions for 
the autoclaving procedure are fol- 
lowed closely. 

The actual checking of the au- 
toclave and related piping should 


“wet pack” 
infections 
and burns, 


simply, safely 
and surely 


~ 


Zephiran wet dressings may be used 
in treating bacterial or fungal in- 
fections, burns and many ulcerative 
processes without pain or discom- 
fort to your patients. Infections 
clear up readily and healing sur- 
faces are not damaged. With un- 
tinted solutions there is no staining 
of the skin or linens. The 1:10,000 
to 1:5000 Zephiran aqueous solu- 
tion is recommended.* 


In the manufacture of Zephiran 
chloride only the finest available 
grades of raw materials are used. 
Special manufacturing and purifi- 
cation processes are employed. The 
finished product is subjected not 
only to prescribed U.S.P. tests but 
also to special toxicity and irrita- 
tion experiments to ensure high- 
est purity and optimal tolerance. 
*Caution: Do not use with occlusive dressings. 


REFINED (TO ENSURE QUALITY) Qj BENZALKONIUM CHLORIDE 


ZEPHIRAN 


Supplied: Tincture 1:1000 
tinted, tincture 1:1000 stain- 
less, and aqueous solution 
1:1000 in 8 og. and 1 gal. 
bottles. Concentrate (12.8% 
buffered aqueous solution) in 
4 oz. and 1 gal. bottles. 


(| LABORATORIES 


NEW YORK 18, N. Y. 


1246M-B 
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be done by a member of your 
maintenance department. 
—G. A. WEIDEMIER 


Salary surveys 


Does the American Hospital Asso- 
ciation publish information concerning 
salaries of hospital personnel? 


During the past 10 years the 
American Hospital Association has 
conducted an annual hospital sal- 
ary survey which covers five ma- 
jor categories: general duty nurses, 
licensed practical nurses, un- 


trained men, untrained women and 
clerks. The 1958 survey is pres- 


ently being compiled and will be | 


published in early 1959. 
Information concerning salaries 
for some categories of adminis- 
trative and supervisory personnel 
in hospitals was compiled by the 
Bureau of Labor Statistics from 
surveys conducted from 1956 to 
1957 in 16 metropolitan areas in 
the United States. Copies of these 
reports may be obtained by writ- 
ing to the Superintendent of Docu- 
ments, Government Printing Of- 


the Glycol-ized 
AIR FRESHENER 


SPRAYS AWAY OFFENSIVE ODORS INSTANTLY! 


Quickly dispels odors 


resulting from 


* THIRD DEGREE BURNS + BEDFPANS 


* CANCER + COLOSTOMIES 


* ETHER + GANGRENE 


* PAINT * PATHOLOGY 


* LAUNDRY 4 KITCHEN + RADIOLOGY DEPT. 


5 


q 


« 


BORNE 


Also rids the air of smoke anda 


reduces air-borne bacteria. 


No. 500 “Personal Size’’ OZIUM Dispenser 
conveniently fits in nurse's pocket or in 


patient's bedside table drawer. 


For larger space areas, No. 3000 OZIUM 
Dispenser assures 3,000 or more “‘King Size” » 
Individual Measured Sprays. 


NEW No. 500 
| Patented Meter Valve \ 
Assures 500 Individual 
Measured Sprays. 


Manufactured by WOODLETS INC. 
2048 Niagara Street, Buffaio 7, N.Y. 


26 


Sold in Canada by 
G. H. WOOD & COMPANY, LTD., TORONTO 
Branches Across Canada 


D.C. The 
reports range in price from 20 to 
25 cents.—CATHARINE H. LOUCKS 


fice, Washington 25, 


Hospital auxiliary publicity 


We are interested in finding infor- 
mation regarding plaques which might 
be put on equipment purchased for 
the hospital by the auxiliary. Could 
you suggest any further publicity for 
such purchases? We feel our news- 
paper publicity has been excellent. 


In addition to newspaper pub- 
licity, the idea of putting a plaque 
on the equipment purchased for 
the hospital by the auxiliary is an 
excellent idea. Another possibil- 
ity would be to put up a plaque or 
some sort of exhibit in the hospital 
lobby which would list all the 
equipment purchased by the aux- 
iliary. This could be seen by hos- 
pital visitors and would, therefore, 
receive more notice than plaques 
on the equipment itself. 

Auxiliary gifts could also be 
mentioned in the hospital’s em- 
ployee bulletin. How the equip- 
ment is used and its value to the 
hospital would be interesting fol- 
low-ups after the initial story of 
the purchase.—JANE A. FARRANT 


Beds for mentally ill 


Is it possible to obtain a grant 
through the Hill-Burton program to 
construct additional beds designated 
for mentally ill patients in a general 
hospital, also for staffing this addition? 


Provision is made for facilities 
to care for the mentally ill both 
in the basic Hill-Burton program 
and within the categories added 
to the program. Within the total 
program, therefore, it is possible 
for a general hospital to obtain a 
grant for the construction of beds 
assigned to mentally ill patients 
and for provision of outpatient 
services, particularly designed to 
meet the needs of such patients. 
The program further provides for 
structural changes in existing fa- 
cilities which may be necessary 
and are undertaken in connection 
with the development of new and 
additional facilities. 

No federal funds are available 
to finance staffing or the operation 
of such facilities. For further de- 
tails in your planning, contact your 
state Hill-Burton agency. 

—KENNETH WILLIAMSON 
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STOP Antibiotic-resistant strains of Staphylococcus are meeting their match - 
in Albamycin. Because Albamycin shows no cross resistance with any Pwo 

ee 99 commonly used antibiotic, it is dramatically effective against unyield-  — 
HOSPI TAL TAPH ing staphylococcal pneumonia or superinfections of pneumococcal est 
pneumonia. 

WITH Whether resistant staph is known or suspected, Albamycin is indicated. = 

ADMINISTRATION AND DOSAGE: The dosage for adults is 500 mg. Albamycin adminis- | ity 


ALBAM ¥ tered intramuscularly or intravenously every 12 hours. As soon as the patient's condition 
permits, parenteral Albamycin should be replaced with oral Albamycin therapy. aie 


SUPPLIED: Available as 250 meg. capsules; syrup containing 125 mg. Albamycin per 
CTRADEMARK, U. PAT. OFF. — 5 cc.: and in the 500 mg. Mix-O-Vial.t 


THE UPJOMN BRAND OF CRYSTALLINE NOVOSIOCIN SODIUM Upjehn 
The Upjohn Company, Kalamazoo, Michigan 
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Mercy Hospital, Fort Scott, Kansas. Schmidt, McVay & Peddie, architects, 
Wichita, Kansas; Ryan Engineering Co., mechanical engineers, Salina, 
Konsos; D. C. Bass Construction Company, general contractor, Enid, 
Oklahoma; Woodhull! Plumbing & Heating Co., mechanical contractor, 
Manhatton, Kansas. 


Increase Your 


Hospital’s Efficiency 


With Johnson 


Pneumatic Controls 


Provision for the accurate year ’round control 
of temperatures and humidities is fast becom- 
ing a “must” in hospitals everywhere. Mercy 
Hospital, Fort Scott, Kansas, one of the Mid- 
west’s best, is a good example of the way it 
should be done. 

Air conditioned throughout, this outstanding 
building is equipped with a Johnson Pneumatic 
Temperature Control System that permits 
individual room control of temperatures 
throughout the hospital. Operating rooms have 
the added protection and safety of Johnson 
Humidity Control. 

With individual room controls, the system 
automatically maintains ideal thermal’ condi- 
tions for every purpose. This results in better 
care and greater comfort for patients, encour- 
ages a higher year ’round census, improves the 
working efficiency of the staff and assures 
important long range savings on heating and 
cooling operations. 


When you build or air condition, a pneumatic 
control system by Johnson can meet your every 
requirement and do it simply, safely and eco- 
nomically. Pneumatic controls are far easier, 
less costly to operate, yet offer complete control 
flexibility to satisfy your varied and exacting 
demands. Pneumatic controls are safe under 
all conditions, even in the presence of anesthetic 
gases! And only pneumatic controls can be used 
effectively with all types and makes of heating, 
cooling and ventilating equipment to give you 
the maximum return on every heating and 
cooling dollar. 

A nearby Johnson engineer will welcome the 
opportunity to give you, your consulting engi- 
neer or architect more facts about the many 
ways a Johnson Pneumatic Control System 
can add to the efficiency of your hospital. There 
is no obligation. Johnson Service Company, 


_ Milwaukee 1, Wisconsin. Direct Branch Offices 


in Principal Cities. 


PNEUMATIC SYSTEMS 


JOHNSON CONTROL 


DESIGN * MANUFACTURE + INSTALLATION + SINCE 1885 
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All bedrooms at Mercy Hospital are individually controlled by 
Johnson Thermostats. The modern pneumatic controls eliminate 
time-consuming room temperature checks, assure an ideal air 
conditioned environment for patient health and comfort. 


helps conserve patients’ strength during surgery. Fatigue of the 
surgeon and his assistants is reduced. Humidity control is also an 
important safeguard against the effects of static electricity. a 
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Close control of operating room temperatures and humidities =e 
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Standardize on ACHROMYCIN#®... 


Hospitals buy 
More ACHROMYCIN 
than any other brand of tetracycline 
because 
More Physicians 
> Specify ACHROMYCIN 
than any other brand of tetracycline 


LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK t Lederle) 


"Reg. U.S. Pat. Off. for tetracycline, Lederle 
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—isotopes in the 
general hospital 


Like many awesome products 
of our atomic age, radioactive iso- 
topes have already demonstrated 
formidable peacetime applications. 
Their use in hospitals is rapidly 
spreading. General hospitals as 
well as research institutions are 
finding them effective in both di- 
agnosis and treatment. 

As recently as 1952, only 7 per 
cent of the voluntary nonprofit 
hospitals listed in our annual Guide 
Issue had such. facilities. Now, 
six years later, this percentage has 
tripled. Even more impressive is 
the fact that 96 per cent of listed 


hospitals of more than 500 beds . 


in the above category now have 
such departments. 

These dramatic increases only 
hint at the complications involved 
in establishing a service of this 
importance. New personnel had to 
be recruited and trained. Equip- 
ment had to be developed and 
tested. Hospital procedures and 
safeguards and nec@§sary admin- 
istrative details had to be worked 
out—from scratch, at it were. 

For radioactive isotopes, like all 
potent weapons, must be used 
properly to insure the safety of 
those who use them. 

One aspect of this safety prob- 


NOVEMBER |, 1968, VOL. 32 


editorial notes 


lem—proper procedures for han- 
dling linen contaminated by radi- 
ation—is discussed in this issue on 
page 81. 

The larger problem, involving 
the control and use of these iso- 
topes in the entire hospital, is ex- 
amined in the recently published 
AHA “Manual on Use of Radio- 
isotopes in Hospitals.” 

As its foreword states, the man- 
ual is intended to “guide the ad- 
ministrator of the general hospital 


OFFICIAL NOTES 


Actions taken by the Board of Trus- 
tees of the American Hospital Associa- 
tion at its meetings in Chicago, August 
16-20, are reported in this issue in 
the Association Section on page 48. 


in me procurement procedures for 
radioactive materials, in the radi- 
ation protection measures neces- 
sary for their handling, in the 
allocation of space and equipment 
for isotopes laboratories, and in 
the organization and training of 
the hospital staff for the utilization 
of radioactive materials.” 

This manual, which has been 
distributed to all AHA institutional 
members, was prepared by the 
AHA Committee on the Use of 
Radioisotopes in Hospitals. Single 
copies of the manual are available 


from this Association at $1 per 
copy. 


—trick or treat 


On the last day of October a 
seemingly endless caravan of gaily 
masked waifs trudged door to door 
in cities large and small, pockets 
bulging with Halloween booty. 
Pointed caps askew, blacked-out 
teeth on view, they sounded their 
shrill chant of “tricks or treat.” 

To all but the sternest, the sight 
of apple-red cheeks and glowing 
eyes made a “treat” seem small 
payment indeed. 

This year the light steps and 
hearts of these children had a very 
special meaning. In the past, thou- 
sands of these children would have 
been claimed by poliornyelitis. 
The battle against this heartless 
foe is not yet over, but the end 
is in sight. 

Today scores of hospital wards 
that formerly housed poliomye- 
litis patients at this time of year 
are being put to other uses; wards 
that but for the Salk vaccine would 
again be filled with children who 
now will never know the anguish 
of a brace or a respirator. 

Almost before we know it, 
Thanksgiving will be upon us. 
This year, as every year, those in 
the health field have much to be 
thankful for. 
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WHAT’S 


WITH DIPLOMA SCHOOLS OF NURSING 


by RUTH SLEEPER, R.N. 


O THE HOSPITALS of the coun- 

try, the women and men grad- 
uating from diploma schools of 
nursing constitute the very heart 
of nursing. Often these nurses de- 
termine whether hospital beds are 
available or closed to the public. 
To the doctor these graduates rep- 
resent the core of the patient care 
team. They maintain the patient 
areas in which student nurses from 
all types of educational programs 
receive all or much of their clinical 
experience. 

Why, if all of this is true, does 
any one question the continuance 
of diploma programs? Why don’t 
advocates of diploma programs 
have firm, convincing answers 
ready when the questions do come? 
Why do convictions waver when 
a new form of education for nurses 
is introduced? Why do many look 
so eagerly at the new, and so dis- 


Ruth Sleeper, R.N., is director of the 
school of nursing and the nursing service, 
Massachusetts General Hospital, Boston. 

This article is adapted from a speech 
presented at a meeting of the Council of 
Member Agencies of the National League 
for Nursing’s Department of Diploma and 
Associate Degree Programs, Atlantic City, 
N.J., June 1958. 

This material also appears in the Novem- 
ber issue of Nursing tlook. 
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In answering the question of what's 
wrong with diploma schools of nurs- 
ing, the author reaches the conclusion 
that nothing is wrong—at least noth- 
ing that can’t be corrected. She out- 
lines reasons for her belief in the 
walue of hospital-sponsored diploma 
schools. 


paragingly at proven programs? 

Has someone with an air of 
strong conviction said recently, 
“Give up the diploma program. 
Change to university or junior 
college’”’? 

Or perhaps someone said ‘“Re- 
member that the National League 
for Nursing publication, Nurses for 
a Growing Nation, says the de- 
gree graduates must increase from 
15 per cent to 23 per cent and di- 
ploma graduates decrease from 85 
per cent to 67 per cent’? 

Most people concerned with 
nursing education believe in uni- 
versity programs. They believe in 
junior college programs. They also 
know, however, the above per- 
centages can be misleading. Nurses 
for a Growing Nation contains a 
discussion of future needs requir- 


ing that annual admissions to basic 
nursing schools rise from the cur- 
rent level of 45,000 to about 70,- 
000. This means that 85 per cent 
of 45,000 admissions falls short of 
67 per cent of 70,000 admissions 
by more than 8,000 students. What 
these statistics really say is that 
annual admissions to diploma 
schools must be stepped up by 
more than 8,000. 

Often it is those not directly re- 
sponsible for staffing wards—or 
for the conduct of a diploma school 
—who make misleading statements 
regarding diploma schools. Often 
those least familiar with the inti- 
mate details of supply and demand 
for nurses criticize diploma schools. 

Those who live close to people 
in hospitals, sick people, close to 
the various fields of science which 
serve these people, close to the 
thousands of nurses who have been 
graduated from diploma programs, 
will surely not wish to make hur- 
ried, unwise decisions. They must 
take time to look at their beliefs, 
methods, and future plans. 

This is no small matter. It is a 
question of upsetting an educa- 
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—a reaffirmation of belief 


tional system which has produced 
nurses for our country for 83 years. 
The system is assured of reasonable 
—and often generous—support. It 
is also a question of giving up a 
familiar and a much needed sys- 
tem without adequate provision 
for replacing it. No one really 
knows how rapidly or slowly 
other schools could be developed 
to replace the hospital conducted 
diploma schools. Nor is it known 
what proportion of the new pro- 
grams’ graduates would consent to 
carry the direct nursing care now 
provided by the diploma school 
graduates. 


ANSWERING THE CRITICS 


What is wrong with the diploma 
program? Many views are given. 

Some say, “It is old style.” But 
it is not necessarily senescent un- 
less we make it so. 

“It is supported by the service 
agency,” others say. But so in part 
—though usually in a different 
way and to a lesser degree—are 
medicine, physical therapy, phar- 
macy and several other fields. 

The accepted pattern for all edu- 
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cation is in a college or university 
other critics say. But is it wrong 
to have a variety of patterns? The 
diploma program in a hospital is 
admittedly a single purpose school. 
It lacks breadth of contacts for 
living and for education which the 
multi-purpose school in the uni- 
versity can provide. This program, 
however, attracts many young 
women and men who could not, 
or would not, go to college what- 
ever the time, expense, or other 
requirements might be. 

The diploma program is criti- 
cized because it differs financially 
from most forms of higher educa- 
tion, since the student receives 
certain perquisites for which stu- 
dents in colleges pay. But if the 
need is for more nurses, and more 
candidates for nursing can afford 
this plan of education, shall we 
deny them and lose this supply 
for our communities? 

“More practice time is demanded 
of students in some hospital schools 
than is consistent with good edu- 
cation,” is another criticism often 
raised. But, should an entire sys- 
tem be condemned because one 


aspect is wrong or because some 
schools fail to meet their obliga- 
tions to their students? 

If each aspect of the hospital 
diploma school is analyzed, it is 
clear that wrong really occurs not 
because a hospital runs the school 


‘but because a school fails to pro- 


vide a sound educational program. 
This is just as true when the school 
under scrutiny is conducted by a 
university or a junior college. 


TWO KINDS OF DISTORTION 


Trying to judge the programs 
of 25, 10, or even 5 years ago by 
today’s criteria is a little like 
studying a near object under field 
glasses. The object as a whole can- 
not be seen, but its flaws stand out 
so starkly as to make the whole 
seem imperfect. This is an exag- 
gerated picture and not a valid 
one. On the other hand, it does 
not pay to turn the field glass 
wrong end to, as the child enjoys 
doing. In this distorted view the 
whole is seen clearly, but at such 
a distance that no true judgment 
can be made. The whole looks per- 
fect. This might be called a senti- 
mental view. It is not a valid one. 

Nursing education introduced in 
the hospital school did make a 
contribution to the health needs 
of the people as judged by con- 
temporary criteria. Then came the 
university school, at first of the 
affiliation type. These early uni- 
versity schools offered few differ- 
ences other than the opportunity 
provided for broader science teach- 
ing, a taste of liberal arts study, 
and some exposure to college life. 
Then followed the more soundly 
organized five- and four-year pro- 
grams. 

Unfortunately, hospital schools 
looked upon these newcomers in 
the universities as possessing more 
prestige. It was believed that the 
university school graduate had 
greater status. Too often the di- 
ploma school, eager to have the 
best for its students, strove to add 
everything, or imitate too many 
of the innovations without “regard 
to differing objectives. The public, 
and the candidates for nursing, and 
the hospital family as a whole 
wanted to know what the differ- 
ence was between the diploma and 
the degree programs. 

Now there is, I believe, a differ- 
ence which is of great importance. 
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Certainly there should be a differ- 
ence, for one student invests more 
time, academic effort, and money 
than the other. Surely, the uni- 
versity program should be worth 
this added investment. Yet this 
fact should neither belittle the 
product nor reduce the value of the 
investment made in the diploma 
school. 

One difference should lie, first 
of all, in the purpose of the two 
programs (diploma and degree) as 
derived from the philosophies of 
the schools. Those concerned with 
diploma programs are agreed, I 
believe, that they should prepare 
the bedside nurse. The university 
school in turn, with its broad op- 
portunities, should prepare for 
more rapid progress to positions 
of leadership. Of course, diploma 
schools will also produce leaders, 
and these young women and men 
will seek and enjoy opportunities 


_for college study and, if desired, 


advanced specialization. However, 
the basic purpose of the diploma 
school should remain direct patient 
care. 


_ NEEDS OF PATIENTS AND STUDENTS 


To find our objectives then we 
would naturally look first at pa- 
tient needs. As diploma schools 
are aware of the value of sound 
teaching methods, they naturally 
would combine objectives derived 
from consideration of patients’ 
needs with other objectives which 
would make the program properly 
student-centered. Hence the stu- 
dent learns to meet the patients’ 
needs. The outcome is a student 
who has learned, and patients who 
benefit because there is a continu- 
ing supply of graduate nurses for 
direct patient care. 

Let me illustrate. 

@® The patient in the hospital is 
entitled to nursing care which will 
complement and supplement the 
medical care plan in such a way 
as to produce maximum benefit 
for the patient. 

@® Nursing service should provide 
the basic, supportive care neces- 
sary for physical and emotional 
comfort, rest, safety and hygiene 
for all patients. 

@ Nursing service should help the 
patient to move positively from 
dependency to the maximum de- 
gree of independent activity con- 
sistent with his medical condition. 


34 


@ The hospital patient and his 
family are entitled to know what 
care is needed after discharge, and 
to be taught whatever is necessary 
to encourage maximum recovery, 
prevent further illness, and attain 
the best possible family adjustment. 
@® The patient is entitled to such 
care regardless of who is to give 
the care. The nurse guiding the 
auxiliary workers, therefore, has 
an obligation—and should be so 
prepared—to teach the worker and 
supplement the auxiliary care to 
make these goals possible for the 
patient. The degree of comprehen- 
siveness of the care will depend 
upon the patient’s needs. Every 
patient neither needs nor wants 
the same care. 

Now what does this mean for 
the nurse graduating from a di- 
ploma program? Do the points de- 
scribed above comprise only a 
technical education? Are mere 
technicians able to give this care? 
Of course the nurse must have 
tools with which to work, mental 
and physical. Objectives in nursing 
care can be formulated by a study 
of the goals of each hospital’s care 
program. Neither objectives nor 
specific tools can be adopted ver- 
batim from the above points, from 
a National League for Nursing list, 
or any other piece of literature. 
Each hospital’s study of its own 
patient care goals will, however, 
enable schools to adapt such ma- 
terials. Wisely adapted they will 
be helpful objectives and useful 
tools. 


IT’S THE REASON WHY THAT COUNTS 


In the preparation of a nurse 
for direct patient care the study 
of health and home care should 
be included. This is done because 
the patient and family must be 
taught to provide home care—not 
because the diploma _ graduate 
should be prepared for work in 
public health nursing. Students in 
the diploma program learn how to 
make a referral to the Visiting 
Nurse Service because continuity 
of care for the patient when he re- 
turns home may be a significant 
factor in determining whether he 
gets well and stays well—not be- 
cause they are to work in the com- 
munity as public health nurses. 

Elements of administration are 
also included because they are an 


essential part of good planning 


which produces more effective care, 
is more economical of learning 
time, and more satisfying to a fu- 
ture worker—not because a di- 
ploma program is preparing a 
head nurse or supervisor. 

The elements of problem solving 
will be included, because good care 
of people involves identification of 
problems and ability to marshal 
pertinent facts and select the most 
appropriate solution—not because 
the program aims to provide a 
basic training for graduates to do 
studies and research. 

All these subjects should be pre- 
sented on the level of a student 
with the background of sciences 
and nursing which can be appro- 
priately given in a hospital diploma 
program, and used by the graduate 
of such a program in her care of 
patients. 

I believe those of us connected 
with diploma programs are much 
to blame for present confusion. We 
have not spoken with clarity or 
conviction. We too often incline 
to copy another program, instead 
of studying and devising our own. 
We have too often sought change 
because we thought the NLN re- 
quired it—not because we felt it 
was right. We have wanted too 
much for our graduates. We have 
worked hard, but sometimes to- 
ward unrealistic goals. Because 
our plans were inadequate, or un- 
sound, or not well adapted to the 
particular situation we have had 
a sense of failure, or frustration 
or inadequacy. We have lost faith 
in ourselves and the future of the 
diploma school. 

Diploma schools need today, al- 
most more than ever before, fresh, 
energetic qualities to combine with 
maturity of insight. We don’t need 
to perform miracles, but we do 
need to take what is before us and 
make it fit the situation. If this is 
accomplished, diploma programs 
can prepare the necessary quantity 
and quality of nurses to assure 
the American people the direct 
nursing care they need. 

It is time hospitals and nurses 
together stated their belief in the 
diploma school. Once this is done, 
we must study our situations to 
learn how best to move construc- 
tively toward the improvement in 
the diploma school in which we 
have togethér reaffirmed our be- 
lief. 
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by JOHN D. THOMPSON 


ONCENTRATED, skilled treatment 
fhe postoperative surgical pa- 
tients in specially designed re- 
covery rooms is now an accepted 
method of care in many general 
hospitals. The extension of this 
service to nonsurgical patients as 
well and its expansion to include 
the entire “danger period” of the 
patient's hospital stay is receiving 
serious consideration by physicians 
and hospital planners. An inquiry 
into the operation and function of 
the recovery room, therefore, Is 
not only of value in elaborating 
design criteria for future recovery 
rooms, but it might give some as- 
sistance in predicting possible op- 
erational patterns of intensive care 
units. 

The first step in obtaining design 
criteria for any hospital unit from 
its function is a detailed determi- 
nation of that function. In order 
to accomplish this, quantitative 
evaluation was made of the re- 
covery room histories of 500 pa- 
tients in Hospital A and 1000 
patients in Hospital B. The evalu- 
ation covered length of stay, serv- 


John D. Thompson is Research Associate, 
Yale University, New Haven, Conn. 

The study described in this paper is 
from the Department of Public Heaith, 
School of Medicine, Yale University and 
Grace-New Haven Community Hospital, 
New Haven, Conn. It was conducted under 
U.S. Public Health Service grant W53C. 
The assistance of the Surgical Division of 
Montefiore Hospital, New York, is grate- 
fully acknowledged. 
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‘SHORT-STAY’ AND ‘LONG-STAY’: 


STUDY OF TWO RECOVERY ROOMS OFFERS 
CLUES TO INTENSIVE CARE UNIT DESIGN 


Postsurgical recovery rooms fall 
into two distinct categories, the au- 
thor finds: postanesthesia and postop- 
erative units. He diseusses the influ- 
ence of these differing types on (1) 
recovery room design and operation, 
(2) ratio of recovery beds to operat- 
ing rooms, and (3) possible relation- 
ship between recovery room and min- 
imal and intensive care units. 


ices rendered, diagnoses and per- 
sonal characteristics of the study 
patients. 

These particular hospitals were 
selected because the formal policies 
of both surgical divisions state that 
all patients who have received a 
general or spinal anesthesia are 
to be admitted to the recovery 
room (if it is open) before return- 
ing to the inpatient unit. Within 
this policy the hospitals operate 
two main types of recovery room, 
i.e., the short-stay unit in Hospital 
A and the long-stay unit in Hos- 
pital B. 

The short-stay recovery room is 
open 10 hours a day, five days a 
week. The unit in Hospital B op- 
erates 24 hours a day, seven days 
a week. Based on these operating 
policies, two different functions 


can be delineated by analyzing 
the data obtained from the medical 
histories of the two groups of pa- 
tients. 


The average length of time a 
patient stays in the recovery room 
is a valuable indicator of the type 
of care given to patients in that 
unit. There is evidence that at least 
two factors influence the length of 
time a patient spends in either re- 
covery room: (1) the surgical pro- 
cedure performed on the patient 
and (2) the time he is admitted to 
the recovery room. 

An analysis of average recovery 
room stays for each of the two soe 
study units, subdivided by diag- es 
nostic category and time admitted ; 
to the two units, clearly delineates | 
the functions of the two different 
types of recovery room into the 
short-stay (a postanesthesia re- 


_covery room) and the long-stay — 


(a postoperative recovery room). 
The postanesthesia recovery 
room limits the stay of the patient, 
in most instances, to the time that 
he is reacting from anesthesia—a 
period averaging approximately 
two hours. The postoperative re- 
covery room has a greater over-all 
average length of stay (eight 
hours) due to the added function 
of providing postoperative care 
beyond the time the patient is re- + 
acting from anesthesia. This post- | 
operative care is given to most 
patients undergoing certain speci- 
fied surgical procedures (for ex- 
(Continued on page 51) 
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THESE SMALLER HOSPITALS DO A ‘TELLING JOB’ 


8-HOUR HIGH SCHOOL DAY DRAMATIZES 
THEME OF NATIONAL HOSPITAL WEEK 


by ROBERT P. LAWTON 


ANBURY HOSPITAL celebrated 

National Hospital Week this 
year by inviting selected senior 
high school students to run the 
hospital for a day. We felt that this 
was an effective way of dramatiz- 
ing this year’s theme, “Careers 
That Count.” Although teen-agers 
had been running town govern- 
ments and police departments on 
one occasion or another for years, 
we knew of no other instance in 
which they had run a hospital. 

Fifteen positions—administrator, 
assistant administrator, and de- 
partment heads—were filled by 
students for the day. Only four 
departments in the hospital’s table 
of organization were omitted where 
the nature of the function did not 
seem to lend itself to this exercise. 
For obvious reasons the roles of 
various physician directors were 
excluded. 

Young men were chosen to fill 
the positions of administrator, as- 
sistant administrator, chief x-ray 
technician, chief laboratory tech- 
nician, chief engineer, laundry 
manager and accounting manager. 
Young ladies took the place of the 
director of nursing service, chief 
dietitian, chief physical therapist, 
chief pharmacist, chief admitting 
officer, medical records librarian, 
social service director and execu- 
tive housekeeper. 


SCHOOLS COOPERATE 


The response from the principals 
of the five high schools in the Dan- 
bury Hospital service area was 
enthusiastic. They cooperated fully 
and chose the students for the 
various assignments. The hospital 
merely identified the position to 


Robert P. Lawton is administrator, Dan- 
bury (Conn.) Hospital. 
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be filled and indicated whether a 
young man or a*young woman was 
wanted for each post. The number 
of students chosen from each high 
school was in relation to its total 
enrollment. All of the schools were 
most willing to excuse their stu- 
dents for the day and a half re- 
quired by the program. 

The students were all invited 
to a two-hour meeting on the 
morning of Friday, May 2. At 
this time they were introduced to 
the members of the hospital staff 
whose places they were to take on 
High Schoo] Day. Each received a 
brief description of his “job,” re- 
ceived a copy of the hospital’s an- 
nual report and other literature, 
heard a brief orientation lecture 
and had a tour of the hospital. 
Just before they left, each mem- 
ber of the regular hospital staff 
made an appointment to meet his 
student partner in his office on the 
morning of May 16, the day chosen 
in National Hospital Week for the 
students to run the institution. A 
number of photographs were taken 
during this orientation period for 
the purpose of newspaper pub- 
licity. 

Each day during National Hos- 
pital Week our local newspaper, 
the only daily in our area, pub- 
lished a picture of three of the 
students and their hospital part- 
ners. Each picture was accom- 
panied by an article describing the 
duties and responsibilities of the 
particular hospital positions which 
those students were to fill. From 
Monday through Friday, all 15 of 
the chosen positions were thus ex- 
plained to the public. The weekly 
papers in suburban towns pub- 
lished similar articles picturing 
the students from their local high 


schools. On Saturday the day fol- 
lowing High School Day, our daily 
paper published one full page of 
photographs as a graphic means 
of reporting the event. 


QUESTIONS INVITED 


On High School Day itself, each 
hospital person had his student 
partner by his side during the 
morning to explain both routine 
duties and emergency decisions. 
The professionals made a real ef- 
fort at all times to invite questions 
from the students and have them 
express their opinions as to how 
the hospital’s business should be 
run. 

Each member of the hospital 
staff took his partner to lunch in 
the hospital cafeteria and the day’s 
program ended in midafternoon 
after a department head meeting 
conducted by the student admin- 
istrator. 

In the department head meeting, 
the appropriate students gave re- 
ports on (1): operating finances 
for the past month, (2) the prog- 


DURING Danbury Hospital's high school day, 
this student learned the importance of proper 
medical records from the chief medical rec- 
ord librarian (center) and the physician chair- 
man of the medical records committee. 
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ress of our new building construc- 
tion, (3) attendance at a training 
institute for the housekeeper, (4) 
a description of a plan under which 
our employees would bus their 
own dishes in the cafeteria and (5) 
the parking problem. Except for 
the fact that the students were, of 
course, prepared and coached by 
their partners, they made these 
reports and carried out discussion 
by themselves. 

The department head meeting 
closed with each student reporting 
what he had learned and what his 
activities had been earlier in the 
day. The hospital staff had a good 
time and got just as much done 
as they would have on a routine 
working day. The students were 
so extremely pleased that they 
spontaneously and unanimously 
recommended that this program 
be carried out by the hospital each 
year. 

Many reports have reached the 
hospital that the high schools 
buzzed with talk about the inter- 
esting and educational experience 
the 15 students had undergone. ® 


THIS student, who will become the hospi- 
tal's chief x-ray technician temporarily, is 
introduced to the workings of the diagnostic 
x-ray machine before he assumes the duties 
assigned to him during the high school day. 
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ON TEEN-AGERS 


PRACTICAL experience plays a big part in Belmond Hospital's apprenticeship pro- 


gram, which is designed to interest young people in health careers. Here, a student 
learns to use the spectrophotometer under supervision of a medical technologist. 


8-MONTH APPRENTICE PROGRAM IS BASIS 
OF LONG-RANGE RECRUITMENT DRIVE 


by STUART KUTZ 


: OUR SMALL town, recruitment 
of professional personnel is 
very difficult. There are few in- 
ducements to attract such people 
to the community. The employee 
pool consists of those people who 
have home ties in the area—mostly 
married women. 

There’s not much chance of do- 
ing anything about the induce- 
ments. A town cof 2500 can’t 
provide the recreational, social, 
educational, and vocational oppor- 
tunities of a metropolis. 

Our only course of action is to 
increase the percentage of local 
population with technical training. 
Experience has shown that about 
10 per cent of the girls who have 
left this community for nurses’ 
training, for example, have re- 
turned to marry a hometown boy, 
or spend at least two years in the 
home hospital before getting mar- 
ried. We decided, therefore, that 
if we could get more students from 


Stuart Kutz is administrator, Belmond 
(lowa) Community Hospital. 


the area to train in the paramedical 
fields, our employee pool would 
eventually benefit. 

We are accomplishing this by 
what we call our apprentice train- 
ing program. This program brings 
a chosen group of seniors into the 
hospital on a weekly basis to ob- 
serve, and where possible work, 
in the department of the individ- 
ual’s choice. It includes general 
hospital orientation classes for the 
group as a whole, and field trips 
to institutions in the health field. 
We make no pretense of training 
the students for a job, but we 
try to let them see what hospital 
jobs are like. We can prevent stu- 
dents going into the wrong field 
as well as steer them to one in 
which they will be happy. 


PREPARATION 


To be effective, the program must 
be well organized, and the staff 
of the hospital completely sold on 
the idea. For hospitals contem- 
plating a similar program, it’s a 
good idea to start out small, as 
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ANOTHER important part of the training program consists of informal lectures on various topics pertaining to hospitals in 


general or Belmond Hospital in particular. Here, the administrator explains the use of the “‘break-even chart"’ in selling charges. 


we did, with just one department 
participating, (usually nursing is 
easiest) and then expand into the 
other departments. _ 

The publicity for each year’s 
program occurs in late spring be- 
fore school is out. A mass meeting 
day is selected and the local news- 
paper helps with timing the pub- 
licity for most effectiveness. 

A direct mailing to all high 
school juniors inviting them to the 
meeting helps to arouse enthusi- 
asm. This year the response was 
great enough to warrant using the 
high school to help with the pro- 
gram. 


A reservation system for the. _ 


mass meeting was used last year 
to give us an idea of the expected 
attendance. The meeting itself was 
a panel discussion with each de- 
partment head answering questions 
prepared in advance. Questions 
were designed to give a picture of 
the duties and responsibilities of 
the people who work on a job, and 
the training the position requires. 
The question and answer format 
provides an informal atmosphere 
and permits department heads, 
who might be unwilling to give a 
formal presentation, to speak. 


SELECTION 


At the close of the meeting, ap- 
plications are not accepted since 
the parents’ signatures are re- 
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quired. (The application is also a 
release by the parents.) Students 
are asked to mail or deliver appli- 
cations to the hospital. 

Screening of applicants is per- 
formed in part by the school and 
finally by testing to eliminate all 
but four students in each category. 
Final selection is made by the de- 
partment head in the applicant’s 
selected field. 


TRAINING 


The training program consists 
of observation and actually assist- 
ing under supervision in the de- 
partment of choice each Saturday 
for a full eight hours. For one of 
these hours, the group meets to- 
gether for orientation lectures* 
and assignments. ~ 

Each group meeting consists of 
a half-hour lecture on one facet 
of hospital operation in general or 
ours in particular, reports on as- 
signments in reading, discussion of 
reports, and assignments for the 
following week. Reading assign- 
ments are from current hospital 
periodicals. | 

At least once each month, tours 
are arranged at other hospitals or 
related institutions. These have in- 
cluded: the Blue Cross home of- 
fice in Des Moines, the Mayo Clinic 
at Rochester, Minn., Public Health 

*Sample copies of some of these lectures 


are available from Belmond (Iowa) Com- 
munity Hospital. 


Center at Rochester and several 
hospitals in the vicinity. 

The tours, when possible, have 
been on a week day and permis- 
sion was obtained to excuse the 
students from school. This is an 
important factor in stimulating 
general interest among the other 
students in high school. Often par- 
ticipating students are required to 
make reports to the student body, 
and the prestige of the program 
is enhanced. 

Expenses, consisting chiefly of 
mileage for field trips, have run 
about $10 a month for the 8-month 
course. . 


RESULTS 


The advantages of the program 
have turned out to be greater than 
we anticipated. The primary pur- 
pose of the program was to in- 
crease the number of students 
taking training in health fields. At 
the completion of our course in 
April, 40 per cent of our appren- 
tices had completed arrangements 
to start training in the fall. This 
was gratifying, of course, but we 
also reaped a harvest of employee 
morale and public relations. The 
employees are noticeably “on their 
toes” when they know they must 
be examples to the students. Stu- 
dents and their parents are good- 
will ambassadors for the hospitals 
as they understand our problems. ® 
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COMBINATION CHARGE AND CHART FORM 


SPEEDS UP—AND SIMPLIFIES — 


ull 


THIS CHARGE SYSTEM 
by JOHN R. GADD ‘ae 
| 
r ice act and each item of supply ae 
15 209 — for which the hospital has estab- 
Dell 100° c« the patient s ledger account, the 
by Tent charge system is functioning and 
Such a system, however, may 
tir become complicated, cumbersome, 
t and expensive. At 100-bed Lee 
+-++4 +444 4 4 + Memorial Hospital, a charge sys- 
| a = tem has been developed which 
Coe ity. To institute this charge sys- 
ae tem, a nurses’ record form was 
form: 
@ Simplifies the work of the nurse. i= 
MEMORIAL MOSPTIAL NURSES RECORD | 
The author describes a charge sys- 
tem used st 100-bed Lee Memorial 
rate and simple. Based on a combina- Sh 
the system eliminates duplication in 
\ HOSPITAL’S METHOD of commu- 
nicating charges from the 
nurses’ stations to the business of- aan 
fice must be accurate. If each serv- | = 
John R. Gadd is administrator, Lee Me- 4 
charge system descr Ss articie COMBINATION nv report forms and charge sheets are maintained = 34: 
is adapted from a system in use at Vander- . aoe: 
bilt University Hospital, Nashville, Tenn., for each patient at Lée Memorial Hospital, Fort Myers, Fia. The original a 
where Mr. Gadd was formerly acting di- (left) is kept with othe forms comprising the patient's chart. The carbon 
rector and associate director. (right) is sent to the who enters the charges. 
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@ Combines into one operation the 
writing for both medicolegal 
(charting) and charge purposes. 
® Eliminates duplication in nurs- 
ing, admitting, and business de- 
partments. 

The use of the nursing report 
form at Lee Memorial Hospital 
does eliminate the traditional 
nurse’s note form. The nurse, how- 
ever, cannot be relieved of the 
responsibility of recording what 
she administers to the patient, the 
time it is administered, or what 
she observes visually or empiri- 
cally. 

The nursing report form is a 
recording or work sheet for nurs- 
ing activity. One form for each 
patient covers a 24-hour period 
beginning at one a.m. and extend- 
ing to 12 midnight. On admission 
or at midnight a form is identified 
for each patient. The original is 
maintained with all other forms 
comprising the patient’s chart. The 
carbon is detached and a desig- 
nated person enters on the carbon 
the charge for each item. At Lee 
Memorial Hospital, the pharmacist 
enters the charges. When he is off 
duty, a clerk in the business office 
takes over the task. 

For some postoperative patients, 
more space is required for “changes 
in condition; symptoms; observa- 
tions.”” In this event, the supple- 
mental nurses’ record is used, no 
carbon being required (Fig. 2). 

Here is how the nursing report 
form is used for charting purposes: 


SUPPLEMENTAL NURSES RECORD 


IN THE event more space is required for not- 
ing “Changes in Conditions; Symptoms; Ob- 
servations” this supplemental nurses’ record 
is used, no carbon being required. 

If the physician orders, for ex- 
ample, one injection of penicillin 
to be given four times daily, the 
nurse records the name of the 
medication only one time and ini- 
tials in the appropriate’ time 
square. When other injections, such 
as intravenous solutions, are or- 
dered, the nurse initials the time 
square which corresponds to the 
hour when the injection was 
started. More than one may be 
started per day. In the same man- 
ner oxygen may be recorded and 
charged (if an hourly rate is used) 
by an arrow symbol. The arrow 
begins within the appropriate time 
square and ends when oxygen is 
discontinued. 


Each note recorded on the origi- 
nal is transferred to the copy to 
facilitate charging or pricing. On 
the copy page, however, columns 
for hours 1 a.m. through 5 a.m. 
are sacrificed for the columns 
“Total number medications” and 
“Charges” (as shown in Fig. 1). 
Relatively few medications are 
given during these hours. When re- 
cordings are made in these spaces, 
the person figuring the charge can 
make adaptations. After the pric- 
ing is completed, the carbon copy 
is separated at the perforations 
for ease of handling by the post- 
ing-machine operator. 

The nursing report form can- 
not, of course, replace all charge 
slips. Personnel in the operating 
room, delivery room, x-ray, and 
laboratory must complete service 
charge forms and submit them 
daily to the business office. The use 
of this charge system does, how- 
ever, (1) eliminate the purchase 
and maintenance of equipment 
that would otherwise be employed 
in cutting identification plates; (2) 
eliminate making a charge ticket 
for every chargeable item; (3) en- 
able all pertinent medicolegal in- 
formation to be properly recorded 
on the patient’s chart; and (4) 
reduce late charges to a minimum 
since the form comes with the pa- 
tient to the cashier’s window and 
items administered since midnight 
can be priced at that time and full 
settlement can be made with the 
patient. 


HOW TO RECOGNIZE A DELINQUENT ACCOUNT 


The hospital's recognition of the first signs of 
delinquency in hospital accounts is of major impor- 
tance, because of the declining value of the collec- 
tion accounts. The older an account becomes the 
less likelihood the recovery. The first step toward 
the solution, therefore, is the adoption of a policy 
that will permit early recognition of the problem 
account. Some of the important indications of a 
delinquency to watch for are: 

1. Length of time since last payment was 
received. if the hospital has not received a pay- 
ment or valid explanation for more than 30 days, 
the account should be investigated. 

2. Nonpayment excuses. Statements of 
holders of delinquent accounts and the real reason 
for nonpayment are seldom the same. The hospital 
should determine factually the reason for nonpay- 
ment. Is the debtor really unemployed? Have there 


been difficulties in his family? Has he really moved, 
changed jobs or been ill? 

3. Paying habits of the delinquent. How is 
the debtor paying other bills? The hospital should 
check the files of a collection service agency, other 
known credit sources, the attending physician or 
surgeon to see whether the delinquent is sincere or 
running away from just debts. 

In handling delinquent accounts, the hospital 
should remember delinquency in paying medical 
accounts is not a barrier to extension of commercial 
credit. It has been proved, moreover, that a person 
may be prompt in paying commercial indebtedness 
but delinquent in paying his medical expenses.— 
JAMES V. DEVINE, administrator, Wesson Maternity 
Hospital, Springfield, Mass., and WILLIAM F. JONES, 
owner manager, Hampden Reporting Service, Spring- 
field, Mass. 
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PATIENT LOUNGE (above) is furnished with modern sofas and chairs 
covered in vinyl! plastic. Table tops are of formica so that patients 
may eat meals in this area, as well as entertain guests. Nursing 
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units (right) are equipped with an 


that enables patients and nurses to talk directly to one another. 


NEW KINDS OF SERVICE 


AND FACILITIES 


system 


for contemporary convalescent care 


by HOWARD 8B. HATFIELD 


HE NEW 50-bed convalescent 
added to Long Beach 
Community Hospital is one of the 
first units of its kind to be oper- 
ated in California. 

The unit, which received its first 
patients in June of this year, was 
designed to meet the needs of con- 
valescent patients who do not re- 
quire the complete full-time serv- 
ices which the hospital provides. 
Such patients, however, often re- 
quire a degree of care which only 
a trained staff can give. 

The convalescent wing is not 
operated as a nursing home. There 
are no direct admissions to the 
unit. All patients are first admitted 
to the acute section of the hospital 
and their cases evaluated. Many of 
the patients who require the long- 
term care for which the convales- 
cent wing is designed .are heart, 
fracture or carcinoma Cases. 

In planning the building it was 
estimated that 50 per cent of the 
patients would be ambulatory. 
With the patients able to do many 
things for themselves, the nursing 
staff needed is smaller than in an 
acute hospital with the same num- 
ber of beds. With 70 per cent of all 
hospital costs going into the pay- 
roll, the reduction in personnel 
means that rooms in the convales- 
cent wing cost the patient $2 a day 


Howard B. Hatfield is administrator, 
Long Beach (Calif.) Community Hospital. 
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less than similar accommodations 
in the main part of the hospital. 

One of the many unusual fea- 
tures of the building is the private 
patio outside each patient room 
(cover photograph). The patio is 
separated from the room by a slid- 
ing glass door and a screen door. 
When weather permits patients 
may have their meals served on 
the patio. 

The convalescent wing’s sched- 
ule differs from that in the main 
hospital. Shifts in the building are 
from 8 a.m. to 4 p.m.; 4 p.m. to 12 
midnight; and from midnight to 8 
a.m. Meals in the unit are also 
later than in the main wing of the 
hospital. Breakfast is served at 
8:30, lunch at 12:30, and dinner at 
6. Patients are not awakened in 
the morning. When they do wake 
up, they are brought coffee and 
fruit juice plus a copy of the morn- 
ing paper—courtesy of the hos- 
pital. 

The building consists of three 
wings with 25 two-bed rooms. 
There is a large combination 
lounge-dining area. One entire 
wall is glass affording a hillside 
view. Patients may have their 
meals in the lounge if they wish 
and may use it to entertain visitors. 
Visiting hours are from 11 a.m. to 
8 p.m. The lounge is closed to the 
patients at 10 p.m. 

Wall-to-wall nylon carpeting is 


used in both the lounge and the 
corridors. Nylon was selected for 
wearing and cleaning features. It 
was clipped, however, to retard 
germ growth and to avoid exces- 
sive wear by carts and wheelchairs. 

In the corridors, on both walls, 
are handrails. Safety handrails have 
been installed in all showers, bath- 
rooms and in the sitz bath room. 
The building has been designed 
so that all corners are formed at 
an angle—no square corners. 

The upper walls of corridors are 
a light green. Lower walls are a 


dark green vinyl material. All 
rooms are light green on two 
walls. The third wall is covered 


with wallpaper—with color and 
design varying from room to room. 
The fourth wall is glass with the 
sliding glass door opening onto the 
patio. All ceilings are sound ab- 
sorbent. Draw drapes also help re- 
duce noise. 

All beds used in the wing are 
electrically raised and lowered. 
Each patient room also contains 
two bedside cabinets, two overbed 
tables, a combination dresser-desk, 
a wall mirror, an armchair, two 
floor lamps (with night-light at- 
tachments), a bathroom and two 
closets. 

Music is piped into each room, 
with a pillow speaker for each bed. 
The patient has five stations to 
select from. The rooms are wired 
for television. 

The building was built under a 
Hill-Burton grant with the federal 
and state governments supplying 
one-third of the cost each and 
Community Hospital supplying the 
remaining one-third. The wing was 
built and equipped at a cost of 
$340,000. 
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patient center, paraphysician, parahospital.. . 


by DON CHILL ond ALAN E. TRELOAR, Ph.D. 


What is a hospital? 


How do we differentiate a chronic This article details research completed under a program entitled “Future Needs 


disease hospital from a nursing 
home? 

What services do hospital per- 
sonnel perform? 

An earlier discussion in this 
Journal! (Sense, or Jabberwoc- 
ky?”) presented a methodology 
and basic systems for definitions 
that would answer these and other 
similar questions. Emphasis given 
therein to the necessity for a sys- 
tematized approach to defining 
(one which is obtainable by ad- 
hering to the classical principles 
first enunciated by Aristotle) well 
bears repetition here. A definition 

(1) must encompass all entities 
that properly belong in the con- 
cept being defined, and in so doing 

(2) must provide the basis for 
establishment of the relationships 
and differences between the con- 
cept being defined and its close 
relatives, and at the same time 

(3) must delineate the essential 
characteristics of the concept and 
do so in the light of these aims. 


for Hospital Facilities” of the Hospital Research and Educational Trust. The 
program is supported by the U.S. Public Health Service, Bureau of Medical 
Services, as Project W-43, and by the Kellogg Foundation. This publication is 
endorsed by the Advisory Committee: E. Dwight Barnett, M.D.. Ritz E. Heerman, 
Rt. Rev. Msgr. Donald A. McGowan, C. Rufus Rorem, Ph.D., and Mary C. 
Schabinger, R.N. The authors are indebted also to Harry A. Nevel, M.D., J. 
James Raymond, and Edward Johnson for considerable aid in stimulating dis- 
cussions. The definitions have been recommended for approval by and accepted 
by the Board of Trustees of the American Hospital Association. 


and the relationships of, 
various patient centers at 
crucial points in sy stematic 
definition, and 

(b) that “patients” should serve 

as the vital connecting link 
for a definitive system for 
patient centers. 

Before definitions for patient 
centers can be constructed, inde- 
pendent systems. for these charac- 
teristics must have more detailed 
consideration. ° 


THE SERVICE SYSTEM IN 
PATIENT CENTERS... 


The outline: 


Business 

Other specialized 

Personnel, delineated by the 
tasks they perform, were shown 
in “Sense, or Jabberwocky?” to 
provide a definitive element for 
the service system in patient cen- 
ters. It was also made clear the 
broad interpretation of the term 
medical’ was essential to cut 
through many terminological prob- 
lems, and that such broad cover- 
age was necessary in the service 
system. In addition, it was pointed 
out that the primary definition of 
para (see Webster’s New Interna- 
tional Dictionary*) as “alongside 


Pegee Prog Medical of, beside, at the side of” must 
Examination of these principles Physician not be abused. These stipulations, 
in application to the problem of Paraphysician the above outline, and the follow- 
definitions for patient centers led Nursing (multifaceted serv- ing definitions will now give a 
to the following concBusions: ices) 


(a) that “services” (as a charac- 
teristic) could establish both 
the differences between, 


Other (unifaceted services) 
Dental 


2. Stedman’s Medical Dictionary, Blakis- 
ton’s New Gould Medical ictionary, 
Taber’s Cyclopedic Medical Dictionary 
(note the use of medical in all these 
titles), and Webster’s New International 


Paramedical Dictionary, define medical primarily as 
Alan E. Treloar, Ph.D., is director of re- Administrative pertaining to, or relating to, medicine.’ 
search, and Don Chill is research associate. ; 3. Reference to Webster's New Interna- 
Hospital Research and Educational Trust. Operational tional Dictionary will be omen f abbre- 
viated to “Webster” henceforth in the 

1. HOSPITALS, J.A.H.A., June 16, 1957. Plant paper. 
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place where strangers are entertained, fr. hospes stran«er, — 
guest. See most landlord.) 1. A house of refuge or enter- 
tainment for travelers, esp. one conducted by a religious 
order. ' 
2. An asylum for the infirm or helpless; hospitium. Eng. 
(hds’p!-ta-b'l; Brit. also hés-pit’a-b'l), ad). 
*., fr. L. hoypitare to receive as a guest. See 
ndlord.} 1. Receiving and entertaining strangers or 
guests generously and kindly. 
2. Proceeding from or suggestive of kindness and gen- 
erosity to guests or strangers; as, hospitable rites. 
3. Liberally receptive; as, a mind hospitable to ideas. 
Syn. — Friendly, cordial. Amt. — Cold, inhospitable. 
— hos’pi-ta-ble-ness, ». — hos’pi-ta-bly adv. 
hos’pi-tage (his’p!-tlj), n_ [ML. hosprtagium, for L. 
hospitium. See mosrice.] Hospitality; lodging. Obs. 
hos’pi-tal (his’pit-dl; -l), n. (OF. (F. Adpital), fr. ML. 
hospitale, fr. L. Aespitalis relating to a guest, fr. hospes 
pect Ree. landined- ef HOTEL, SPITAL.] 
| ment of travelers, stran- 
" nt giving free entertain- 
Hospitalers. Hist. 
refuge, maintenance, or 
‘ or young persons; as, 
i exc. Hist. 
] 
] 
] 
pital 
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complete picture of a definitive 
“service” system. We proceed now 
to the definitions themselves. 

SERVICES in patient centers are the 

activities of all personnel affecting 

patients or personnel (or both). 

MEDICAL SERVICES in patient centers 

are the activities pertaining to medi- 

cine that are performed in behalf of 
patients by physician, poraphysician, 
or dental personnel. 

The phrase “in behalf of” means 
“in the interest .. . of, for the ben- 
efit of’ (see Webster). Intrinsic 
to use of this phrase is under- 
standing that thé patient requires 
such services, for if the need or 
requirement is not there the serv- 
ices cannot be in the interest of, 
nor for the benefit of, the patient. 

PHYSICIAN SERVICES in patient centers 
are the activities distinctive to medi- 
cine that are performed in behalf of 
potients by a physician. 
PARAPHYSICIAN SERVICES in patient 
centers are the activities character- 
istic to medicine that cre performed 
in behalf of patients by trained per- 
sonnel other than physician or dental. 
DENTAL SERVICES in potient centers 
are the activities distinctive to den- 
tistry thet ore performed in behalf of 
patients by a dentist and those activi- 
ties characteristic to dentistry that are 
performed in behalf of patients by his 
aides.* 

The adjectives “distinctive’’ and 
“characteristic” must be interpret- 
ed with the meanings that clearly 
delineate. Webster states that “Dis- 
tinctive refers primarily to that 
which marks or distinguishes one 
thing regarded in its relation to 
other things; characteristic, ‘to 
that which constitutes or expresses 
the character or quality of the 
thing itself, without references to 
other things.”’ Since we are exam- 
ining services in patient centers, 
we must regard “distinctive” as 
the word that distinguishes physi- 
cian services from all others. For 
example, both a nurse and a phy- 
sician give injections (an activity 
characteristic to medicine), but 
only a physician may prescribe 
such injections (an activity dis- 
tinctive to medicine). 

NURSING SERVICES in patient centers 

ere the activities characteristic to 

medicine that are performed in behalf 

of patients by a registered nurse, a 
4. Dental services may be divided into 


“dentist’’ services and ‘paradentist” 
services. 
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licensed practical nurse, nurses’ aides, 

or the equivalents. Nursing services 

ere multifaceted paraphysician serv- 
ices. 

“Equivalents” refer to such ap- 
proved personnel as trained nurses 
who have not been registered or 
licensed, persons who have prac- 
tical experience in nursing, ,and 
other professional personnel who 
may act in a similar capacity as a 
nurse or fulfill nursing functions. 

OTHER (unifaceted) PARAPHYSICIAN 

SERVICES in patient centers cre por- 

ticularized activities characteristic to 

medicine that are performed in behalf 
of patients by personnel other than 
nursing personnel or their equivalents. 

What is meant by the terms 
“multifaceted” and “unifaceted”’ 
in these classes of paraphysician 
services? Webster defines facet as 
“any of numerous sharply defined 
views or aspects of one subject or 
object of consideration.” Further, 
Webster’s New Collegiate Diction- 
ary (1956), in discussing syno- 
nyms for “phase”, states that 
“facet stresses one of a multiplicity 
of sides each of which manifests 
the central quality of a thing”. It 
is our feeling that a natural divi- 
sion of paraphysician services may 
be made on this “facet” approach. 
Nursing services are “multifacet- 
ed” in that they cover a range of 
paraphysician services; services of 
technicians, therapists, technolo- 
gists, biochemists, dietitians, and 
others, tend to be “unifaceted” in 
focusing on one particularity of 
paraphysician services. 

PARAMEDICAL SERVICES in patient cen- 
ters are the activities affecting pa- 
tients or personnel or both performed 
in conjunction with those activities 
pertaining to medicine. 
ADMINISTRATIVE PARAMEDICAL SERV- 
ICES in patient centers are all activi- 
ties that cre managerial in character, 
including those of physician or para- 
physician when so acting. 
OPERATIONAL PARAMEDICAL SERVICES 
in patient centers are all nonadminis- 
trative activities that are necessary 
for the physical operation of the plant 
and for the business activities of the 
establishment. 

OTHER SPECIALIZED PARAMEDICAL 

SERVICES in patient centers are all 

n dministrative and nonoperational 

activities performed by specialists in 

fields that are primarily nonmedical. 

This system readily lends itself 
to the construction of more de- 


tailed classifications for specific 
categories of personnel;® but ou! 
immediate concern is with the log- 
ical unity of our services classifi- 
cation with that for patients. 


PATIENTS ... 


Examine the following defini- 
tions for patients and note the 
essentiality to them of services: 

A PATIENT is a person receiving phy- 

sician, dental, or paraphysician serv- 

ices. 

An INPATIENT is a patient (other than 

a newborn) who is given patient- 

center lodging in receiving physician, 

dental, or poraphysician services. 

A NEWBORN is a patient who is born 

in an inpatient center (or is so ac- 

cepted) and is given lodging therein 
while receiving physicion or poraphy- 
sician neonatal services. 

An OUTPATIENT is a patient who is not 

given patient-center lodging in re- 


ceiving physician, dental, or poraphy- 

sician services. 

For interpretation of “lodging” 
we depend again on Webster: 
“Dwelling; abode; esp., . . . sleep- 
ing place; quarters’”’. 

With these systematic definitions 
of patients® and services, we turn 
in orderly progression to a patient- 
center system. 


PATIENT CENTERS ... 


The outline: 
Inpatient Centers 
Hospital 
General 
Special: specialty field of med- 
icine (psychiatric, obstetrics, 
etc.) 
specific type of disease (tu- 


5. It must be recognized that personnel 
usually perform more than one task 
Two broad examples of this were given 
in “Sense, or Jabberwocky?’ 

“A supervisory nurse may be per- 
forming paraphysician services (med- 
ical) when taking care of a patient. 
and at another time be occupied with 
administrative services (paramedical) 
when drawing up schedules for other 
nurses. Similarly, consider the case of 
a dietitian: planning a special diet for 
a patient is a paraphysician service: 
planning general diets for hospital per- 
sonnel and patients on a normal diet 
is a paramedical service”. The profes- 
sions or occupations might proceed in 
concert from this point to define their 
own systems. As a tentative example 
(for nothing more is intended here 
without intensive study of the prob- 
lem) a medical social worker might be 
performing the following paramedical 
tasks: operational services such as ad- 
mitting or eligibility procedures, ad- 
ministrative services such as assign- 
ment of casework, and specialized serv- 
ices such as those of arranging for 
financial assistance for the patient 
Medical (paraphysician) services might 
include those of assisting a patient in 
understanding his treatment so that 
his anxiety is relieved. 

. The patient system will be further 
elaborated in a sequel to this article. 
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“Thank you — but 


The following excerpts of 
letters between a hospital 
administrator and a vendor 
are one approach to a prob- 
lem that can become embar- 
rassing to both parties — 
gifts from vendors. With the 
coming holiday season, hos- 
pitals with points of view 
similar to Mount Sinai Hos- 
pital, Minneapolis, might 
find the letters a helpful 
guide for informing local 
hospital suppliers of similar 
hospital policy. 


Dear Vendor 


As the holiday season approaches we wish to clarify purchasing poli- 
cies relative to gifts to hospital personnel. 

Please be informed that it is contrary to our hospital policy for em- 
ployees, involved in any manner in the purchasing activity, to receive 
gifts from vendors or their representatives. 

We do not ask our many vendors for hospital contributions as we feel 
the hospital’s interests, as well as the vendors’, are better served when 
quality, price, and service are the prime factors. 

If you wish to make hospital contributions for any special occasion you 
are asked to inquire about the Remembrance Funds that the hospital has 
authorized .. . 

Sincerely yours 

A. Z. Hamburg 
Assistant Administrator 
Mount Sinai Hospital 
Minneapolis, Minn. 


Dear Mr. Hamburg 


We appreciate your statement of policy regarding holiday gifts. Tradi- 
tionally, we have never given gifts—preferring to give the best quality, 
service and value possible. 

Each year as our holiday greeting, we do send a limited edition litho- 
graphed watercolor print by H. Gilbert Foote to our customers and sup- 
pliers. In December we would like to send you our 1958 print to help 
add a touch of beauty to some room or hall in your hospital. 

In closing, | would like to say how we appreciate your policy in 
regard to contributions. As a relatively small firm, we have a definite 
program of contributions to our local hospitals and other charitable 
organizations. However, we are forced to say no to many, many hos- 
pitals throughout the country each year. This is awkward but necessary 
—so we are especially grateful to know of your stand on this matter. 
Cordially yours 
John R. Hensley 
Franklin C. Hollister Co. 
Chicago, Illinois 


berculosis, contagious, etc.) 
Parahospital 
General 
Special: specialty field (psv- 
chiatric, obstetrics, etc.) 
Specific disease (epilepsy, can- 
cer, etc.) 
Dental Inpatient Center 
(All inpatient centers are short- 
term or long-term.) 
Outpatient Centers 
General 
Special: specialty field (psychi- 
atric, obstetrics, etc.) 
specific disease (tuberculosis, 
cerebral palsy, etc.) 
Dental Outpatient Center 


A PATIENT CENTER is a medical estab- 
lishment with permanent facilities and 
medical services for inpatients or ovt- 
patients or both. 

To services for patients we have 
made a crucial addition of “facili- 
ties’. Explicitness demands that 
we define facilities at once. 

FACILITIES in patient centers are those 

tangible objects—including plant, 

equipment, and pplies—necessary 


for the implementation of services. 


But what situation do we face if 
law, such as the “Hill-Burton 
Act”, states that supplies are not 
considered to be facilities? Is not 
this conflict over-riding? No, not 
outside of the specific legislation. 
Such legal stipulations imposing 
restrictions are predicated upon 
considerations that have no bear- 
ing on definitions in a general 
classification system. Whether or 
not a law stipulates money will be 
provided for supplies does not de- 
termine the validity of classifying 
supplies as facilities in a patterned 
knowledge. Webster states.that a 
facility is “A thing that promotes 
the ease of any action, operation, 
transaction, or course of conduct: 
...—usually in pl., as special fa- 
cilities for study”. Supplies are 
therefore clearly facilities, for it is 
a basic tenet that each definition 
must encompass all that properly 
belongs in the concept being de- 
fined. 

Specific facilities are not named 
in any definition given subse- 
quently herein. Since facilities are 
the means for “implementation of 
services” it follows that when 
services are called for the facili- 
ties necessary for those services 
must be present. The types and 
amounts of such facilities must be 
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set by standards; they do not be- 
long in definitions. 

Our consideration of facilities 
has constituted a pause while tra- 
versing another path. Let us now 
return to the patient-center sys- 
tem and follow that section deal- 
ing with inpatient centers. 

An INPATIENT CENTER is a medical es- 

tablishment with permanent facilities 

and services for patients who are 
given lodging in receiving physician, 
dental, or paraphysician services. 


CLASSES OF INPATIENT CENTERS ... 


It is important to remember 
that in a system of classification 
the definition for each term in the 
hierarchy depends on the preced- 
ing definition. For example, the 
following definition of hospital in- 
cludes all the attributes of an in- 
patient center as. specified in the 
inpatient-center definition. Sim- 
ilarly, the definitions of general 
hospital and special hospital (see 
below) must include all that has 
been defined for a hospital. 

A HOSPITAL is an inpatient center with 

(a) continual physician services, and 

(b) continuous nursing services (reg- 

istered or licensed practical, or the 

equivalent) and other adequate para- 
physician services. 

Webster reminds us that con- 
tinuous connotes “ without 
break, cessation, or interruption”, 
whereas continual means “ very 
frequent, often repeated’. . . also, 
occurring at intervals, or at regu- 
lar intervals”. Continual physician 
services, then, are those that are 
very frequent or often repeated, 
occurring at intervals; continuous 
nursing services are those that do 
not cease. There is some latitude 
for interpretation of continual, to 
be achieved if desired through set- 
ting of standards; but there can be 
no equivocating with the word 
continuous. 

The “adequacy” of other para- 
physician (i.e, unifaceted) services 
is, of course, also open to specifi- 
cation through standards. Accord- 
ing to Webster, “adequate” means 
“equal to-or sufficient for some 
specific requirement’. In allowing 
for interpretation through stand- 
ards (e.g. for types of special hos- 
pitals) “adequate” thus permits 
that no other paraphysician serv- 
ices may be necessary. 

All of the preceding and all of 
the ensuing definitions may be 


NOVEMBER |, 1958, VOL. 32 


further amplified through stand- 
ards set by recognized authority.’ 
But it must be recognized that 
such rules and regulations are not 
pertinent to the task of defining. A 
definition completely fulfills its 
purpose when it meets the criteria 
of the methodology—in our Case, 
Aristotelian. 
A DENTAL INPATIENT CENTER is an in- 
patient center with its services——in- 
cluding continual dentist services, con- 
tinvous nursing services (or the 
equivalent), and adequate dental-aide 
services—devoted to dental patients. 
There are a few dental inpatient 
centers in the United States that 
are not connected with hospitals 
or parahospitals. The system would 
be incomplete if it did not encom- 
pass all possibilities. 
A PARAHOSPITAL is an inpatient cen- 
ter with the continuous services of 
nurses’ cides {or the equivalent) who 
are supervised by a registered nurse 
or licensed practical nurse (or the 
equivalent) who in turn is under the 
direction of a physician. 
There is a challenge to tradition 


- invoked by introduction of a new 


title like parahospital. Is this not 
just a new word for “nursing 
home”? The definition of parahos- 
pital as given certainly encom- 
passes such inpatient centers as 
nursing. homes, but it also includes 
sanatoria, various types of infirm- 
aries, and so on, that are neither 
hospitals nor dental inpatient cen- 
ters. Nevertheless, might not 
“nursing home” be logically. con- 
sidered the all embracing term for 
this class of patient centers? 

One authoritative work gives 
the following list of names for 
what may or may not pass as nurs- 
ing homes: “ ‘Home for the Aged’, 
‘Nursing Home’, ‘Rest Home’, 
‘Convalescent Home’, ‘Boarding 
Home’, ‘Boarding Home for Inca- 
pacitated Residents’, ‘Boarding 
Home for the Aged and Infirm’, 
‘Home for the Chronically Ul and 
Physically Infirm’, ‘Terminal Care 
7. The question may well be raised 

whether a hospital should be obliged 

by definitions to make its services avail- 
able for outpatients whenever emerg- 
encies or other considerations command 
such action. This issue again lies at 
the frontier between definitions and 

“standards” of operation. Would it be 

agreed that a medical establishment, 

fully qualifying as a hespital in ac- 
cord with the definition given, should 
cease to be known as a hospital if it 

did not permit use of its services for 

outpatients? If so, then what would it 

be called? Reflections in this vein have 
persuaded us that this matter of “stand- 


ards” should be left for resolution at 
the. local level. 


Home’, ‘County Home’, ‘County 
Infirmary’, ‘Almshouse’, ‘Custo- 
dial Care Institution’, ‘Welfare 
Homes’, ‘Homes for the Indigent 
Aged’, ‘Homes for the Aged and 
Chronically Ill’, ‘Boarding Homes 
for Ambulatory Residents’, and 
‘Related Institutions’ ’’.* 

The report of the Hospital Class- 
ifications Conference sponsored by 
the American Hospital Association 
in 1953 attempted a nomenclature 
for nursing and _ convalescent 
homes: “a. Nursing homes, D. 
Convalescent homes, c. Rest homes. 
d. Homes for the mentally senile, 
e. Homes for the mentally defec- 
tive, with patients requiring only 
nursing care, f. ‘Sanitoria’, with 
patients requiring only. nursing 
care, g. Institutions for epileptics, 
h. Homes for aged sick, i. Alms- 
houses caring for sick people”. 

Just as these names vary tre- 
mendously, so also do the defini- 
tions for the particular establish- 
ments. It is thus made abundantly 
clear that the term nursing home 
has lost all specific meaning, In- 
troduction herein of the generic 
term “parahospital”’ is an attempt 
to delineate as a group those 
nursing homes and related patient 
centers that are medical establish- 
ments, but not hospitals, by de- 
fining them and giving them an 
appropriate name. It is the concept 
that is important. Some new word, 
whether or not it be “parahos- 
pital’, is demanded. Indeed we use 
‘“parahospital” here in nominal 
form as an abbreviation for “para- 
hospital inpatient center” which 
name conveys somewhat better the 
intended meaning of an inpatient 
center providing services “along- 
side’ those of a hospital. Such 
condensations are characteristic of 
language development. 


SPECIAL, AS WELL GENERAL... 


Both hospitals and parahospitals 
may be either general or special- 
ized, both of these terms being 
considered broadly with reference 
to patient conditions. Webster’s 
definitions for general and special, 
the American Medical Association’s 
listing of specialty fields of medi- 
cine, and the medical definitions 
for specific disease, will serve to 
clarify the definitions without the 
8. Standards of Care for Older People in 

Institutions. Section III. National Com- 


mittee for the Aging of the National 
Social Welfare Assembly. p. 47. 1954 
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introduction herein of a separate 
system for such patient conditions. 
A GENERAL HOSPITAL is a hospital 
with its services—including those of 
internal medicine, general (operative 
and manual) surgery or complicated 


obstetrical delivery, and x-ray and 


clinical laboratory—devoted to pa- 
tients who collectively have a variety 
of physical or physical and mental 
conditions. 


Surgery may be manual or op- 
erative and for purposes of clari- 
fication the parenthetical state- 
ment “(operative and manual)’”’ 
was included in the definition. If 
complete coverage is understood 
when “surgery” is used without 
modifiers, it is hoped that eventu- 
ally the phrase (operative and 
manual) will be dropped. 

This definition was written earli- 
er without any reference to ob- 
stetrics, it being believed these 
services were covered by general 
surgery. Study of a sample of hos- 
pitals in five states (Alabama, 
Arizona, Arkansas, Delaware, and 
California) disclosed a number of 
“general” hospitals that had no 
services for general surgery but 
did have those for obstetrical de- 
livery. A projection of the results 
of this study leads us to believe 
that the number of such hospitals 
in the United States may be ap- 
proximately 70. In order to in- 
clude these hospitals in a complete 
system of definitions the stipulat- 
ed services were extended to in- 
clude complicated obstetrical de- 
livery. Where such a hospital has 
services only for normal obstetrical 
delivery, the hospital should be 
considered as an internal medicine 
hospital (see below) with an ob- 
stetrical parahospital service; it 
should not be considered a general 
hospital. 


A SPECIAL HOSPITAL is a hospital with 
its services directed wholly or chiefly 
to patients who collectively have con- 
ditions related either by a specialty 
field of medicine or by a specific cate- 
gory of disease. 

While we do not propose to de- 
fine herein any extensive series of 
special hospitals, the following ex- 
amples of such definitions may 
prove helpful. 

An INTERNAL-MEDICINE HOSPITAL is o 
special hospital with its services, in- 
cluding those of x-ray and clinical 
laboratory, directed wholly or chiefly 
to internal-medicine patients. 
A PSYCHIATRIC (MENTAL) HOSPITAL 
is a special hospital with its services 
directed wholly or chiefly to psychi- 
atric patients. 
An ORTHOPEDIC HOSPITAL is a spe- 
cial hospital with its services, includ- 
ing those of orthopedic (manual and 
operative) surgery, directed wholly 
or chiefly to orthopedic patients. 
An OPHTHALMOLOGICAL AND OTO- 
LARYNGOLOGICAL (EAR, EYE, NOSE, 
and THROAT) HOSPITAL is a special 
hospital with its services, including 
those of ophthalmological and otolar- 
yngological (manual and operative) 
surgery, directed wholly or chiefly to 
ophthalmological and otolaryngologi- 
cal patients. 

A TUBERCULOSIS HOSPITAL is a spe- 

cial hospital with its services, includ- 

ing those of x-ray and clinical labo- 
ratory, directed wholly or chiefly to 
tuberculosis patients. 

A CONTAGIOUS-DISEASE HOSPITAL is 
a special hospital with its services, 
including those of x-ray and clinical 
laboratory, directed wholly or chiefly 
to contagious-disease patients. 

A CARDIAC HOSPITAL is a special 
hospital with its services, including 
those of x-ray and clinical laboratory, 
directed wholly or chiefly to cardiac 
patients. 


A PEDIATRIC HOSPITAL is a special 
hospital with its services, including 
those of x-ray and clinical laboratory, 
directed wholly or chiefly to pediatric 
patients. 

Pediatrics is, in fact, the special- 
ty of internal medicine for chil- 
dren. If general surgery is added 
to a “pediatric” hospital, the pa- 
tient center then becomes a chil- 
dren’s general hospital. Children 
comprise aé_ specific population 
group which is an overlay to the 
entire patient center system, for 
there can be children’s orthopedic 
hospitals, children’s psychiatric 
hospitals, children’s cardiac hos- 
pitals, and so on. 

An OBSTETRICAL (or MATERNITY) 

HOSPITAL is a special hospital with 

its services, including those of com- 

plicated obstetrical delivery, directed 
wholly or chiefly to obstetrical pa- 
tients. 

A PHYSICAL-MEDICINE HOSPITAL is a 

special hospital with its services, in- 

cluding those of physical and occupa- 
tional therapy, directed wholly or 
chiefly to physical-medicine patients. 


PARAHOSPITALS ARE BOTH 
SPECIAL AND GENERAL... 


A GENERAL PARAHOSPITAL is a para- 
hospital with its services devoted to 
patients who collectively have a va- 
riety of physical or physical and mental 
conditions. 

Some college infirmaries, some 
convalescent homes, and some ter- 
minal homes would be appropri- 
ately designated as_ short-term 
general parahospitals. Many nurs- 
ing homes are to us examples of 
long-term general parahospitals. 

A SPECIAL PARAHOSPITAL is a para- 

hospital with its services directed 

wholly or chiefly to patients who col- 
lectively have conditions related 
(Continued on page 109) 


THESE ‘PHARMACISTS’ 
COMPOUND HAPPINESS PILLS 


Junior members of the Roanoke (Va.) County Red Cross 
Chapter have found a program that brings joy to many 
patients in veterans and other hospitals throughout the 
state. They clip cartoons, jokes, and anecdotes from news- 
papers and magazines, stuff them into gelatin capsules 
and place the capsules in apothecary bottles labeled: 
“Happy Pills—Take One for the Blues’’. During the past 
school year these young ‘‘pharmacists’‘ compounded 2000 
such capsules.—Adapted from the September 1958 issue 
of the Red Cross Newsletter. s 


HOSPITALS, J.A.H.A. 


- 

ea, 

= 

\ 

AT ) | 

46 


ARCHITECTURE FOR THE AGED 


factors to consider in designing facilities for elderly patients 


by CHARLES HAEUSER 


OUSING DESIGNED specifically 

for the aged has its own set 
of architectural problems. In plan- 
ning such housing, the following 
points should be carefully consid- 
ered. 

Neighborhood: The neighborhood 
chosen should have a character 
familiar to the majority of those 
being housed. It may be urban, 
suburban, or rural depending on 
the residents’ original environment. 
Zoning laws should be investigated 
to be sure the neighborhood will 
not change substantially in the 
future. Often, zoning laws should 
also be appealed in areas where 
nursing homes are not now al- 
lowed. Well designed homes for 
the aged can be an asset to a neigh- 
borhood—not a detriment. 

Transportation: Relatives and 
friends of patients should be able 
to reach the site easily. 

Emergencies: Medical and other 
services not included in the home 
should be nearby. 

Nuisances to be avoided: Noise. 
smoke, fumes, smells, children’s 
playgrounds. Potential nuisances 
should also be considered. 

Approaches: Grades should be 
minimal. The outward appearance 
should not be depressing. Creative 
architecture is necessary. Too 
homey or residential a look in a 
large building can often result in 
a dull institutional appearance. 

Environs: Tall buildings, hills, and 
dense trees sometimes cause ex- 
_ cessive shade and deflect prevail- 
ing summer breezes. 

Topography: Gradual inclines or 
level ground should be selected to 
avoid steep walks, steps and ramps 
—the latter very dangerous if ex- 
posed to ice formation. 


Charles Haeuser, A.I1.A., is with the firm 
of Charles Haeuser Architects, Milwaukee, 
Wis. This material is adapted from a speech 
presented at the Tri-State Hospital Con- 
ference, Chicago, April 1958. 
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Views: Eye appealing, interesting 
views or busy streets that can be 
properly related to a plan are high- 
ly desirable. The aged often dislike 
looking out from their rooms onto 
quiet unused courts—across which 
are more aged looking back at 
them. Contact with a busy passing 
scene is considered so important, 
in fact, that at least one home for 
the aged has been designed where 
most residents will look out upon 
an expressway. The tendency of 
aged patients to sit at windows 
puts a premium on the orientation 
of the rooms. They should face 
south or southwest. 

Entries: Entrance steps, heavy 
doors, and door closers should be 
avoided at entries. No thresholds 
or rugs should be used. A seat 
should be provided just inside or 
outside the front door where the 
aged can rest or wait for help if 
in difficulty. 

Floor plan: The proneness of the 
elderly to fall indicates that all 
facilities should be on one level. 
Floors must be nonslip. Vinyl as- 
bestos plastic tile will, with some 
manufacturers, have this feature 
plus good resiliency. Floors should 
not be highly reflective and should 
be able to be maintained with non- 
skid waxes. 

Lighting: The aged need from two 
to three times as much light as a 
20-year-old in order to see as well. 
Windows should be exaggerated, 
therefore. Increased size also de- 
creases glare. Large windows, how- 
ever necessitate roof overhangs to 
reduce excessive sun, especially on 
the south. Cross ventilation is nec- 
essary for thorough airing when 
necessary. Vented sections of the 
windows—preferably of the hop- 
per, no-draft type—should be ef- 
fortless to operate. 

Noise: The aged are particularly 
unable to adjust to excessive and 
unexpected noises that surprise 


and shock. Sites and building lo- 
cations should be chosen where a 
reasonable over-all intensity of 
sound is not exceeded. Forty deci- 
bels is maximum. Walls between 
rooms should reduce airborne 
sounds to 40 decibels. 

Hardwore: Hardware throughout 
should be easily grasped or pulled. 
The feebleness of the elderly makes 
this imperative. 

Special facilities: Night lights and 
call bells are necessary. Luminous 
switches should be used. The path 
between bath and bed should be 
well lighted and as unobstructed 
as possible. This path is the area 
of greatest number of accidents 
and grab bars should be installed 
along corridors. A 9-inch grab bar 
should be located in each water 
closet to the right, if possible. As 
a group, elderly people are shorter 
than the average population and 
thus the lavatory should not be 
over 31 inches high. Other dimen- 
sions are in proportion. 

Heet: More heat is required for 
the aged than for younger people. 
Temperatures needed are, on an 
average, five degrees higher than 
normal. Special study must be 
given to radiant loss from walls 
and large glass areas. Although 
the aged suffer particularly from 
chilly hands and feet, radiant heat- 
ing in the floor should not be used. 
Experience indicates that such 
heating aggravates problems aris- 
ing from the elderly’s often im- 
paired circulation. In many modern 
nursing homes, each building is 
not only air conditioned but there 
are individual room controls for 
both heating and cooling. The de- 
cision to provide such an expen- 
sive mechanical system is based 
on administrators’ and architects’ 
experience that in the care of old 
people, temperature control could 
provide more trouble or pleasure 
than any other factor. . 


47 


The following action was taken 
by the AHA Board of Trustees at 
its meetings in Chicago Aug. 16- 
20, 1958. Further actions of the 
Board will be reported in subse- 
quent issues of this Journal. 


VOTED: To adopt, subject to con- 
currence by the Council on Profes- 
sional Practice, the Statement on the 
Joint Conference Committee recom- 
mended for adoption by the Joint 
Committee of Trustees of the Ameri- 


can Hospital Association and _ the 


_.American Medical Association. 


The American Hospital Associa- 
tion Council on Professional Prac- 
tice has now voted to accept this 
statement. 


STATEMENT ON THE JOINT 
CONFERENCE COMMITTEE PREAMBLE 


As the art and science of medi- 
cine have become more complex 
and more comprehensive, hospital 
services, of necessity, have fol- 
lowed suit in an effort to produce 
maximum results from medical 
progress. For this reason and be- 
cause of the other joint and 
separate responsibilities which 
physicians and hospitals have in 
providing medical care and hospi- 
tal services, organization and co- 
operation are essential. 

These responsibilities cannot be 
discharged with maximum effec- 
tiveness without proper liaison be- 
tween doctor and hospital, the 
doctor being represented in an or- 
ganized manner by a medical staff 
and the hospital by its governing 


body and that body’s designated . 


representative, the administrator. 

In addition to, but not in con- 
flict with regularly established 
lines of authority and responsibil- 
ity, there should be a common 
ground where these two groups 
can meet in order that there may 
be mutual understanding of each 
other’s activities and problems. A 
suitable medium for this inter- 
change of information and discus- 
sion is the Joint Conference Com- 
mittee. 

This to en- 


document seeks 
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ASSOCIATION 


SECTION 


courage the development and to 
strengthen the role of the Joint 
Conference Committee of the 
Board of Trustees and medical 
staff. It urges the establishment of 
such Joint Conference Committees 


because it believes that they will | 


bring to bear on major decisions 
which must be made in the hos- 
pital a full measure of broad ex- 
perience, intelligence and respon- 
sibility. 

Such a committee should be a 
part of the organizational struc- 
ture of every hospital. It should 
exist even where there is medical 
staff representation on the gov- 
erning board. The representatives 
of this committee meet—not as 
representatives of the departments 
from which they were chosen—but 
as members of the committee as a 
whole in the interest of the pa- 
tient, the physician, the hospital, 
and the community. 


THE JOINT CONFERENCE COMMITTEE 


The Joint Conference Committee 
is a discussion committee of the 
governing board and the medical 
staff. It has no intrinsic authority; 
if allowed to become an action 
group, its usefulness will at once 
be jeopardized. 

PURPOSES 

Its purposes, all directed toward 
better patient care, should be at 
least three: 

a) Communications to keep board, 
staff and administration cognizant 
of pertinent actions taken or con- 
templated by one or the other. 


: These should be reported to the 


committee even though they do not 
require action by more than one 
component of it. Open communi- 
cations through the Joint Confer- 
ence Committee will emphasize 
the importance of prior knowledge 
of all affected groups before action 
is instituted and will thus prevent 
misunderstanding. 

b) Planning. Plans for growth and 
inevitable change in the hospital 
organization should be considered 
by this committee. 


-members and 


¢) Problems. Issues which arise in 
the operation and affairs of the 
hospital affecting all parties should 


‘be brought to the committee for 


consideration. 

ORGANIZATIONS 

While the Joint Conference 
Committee may be organized in 
any of several ways the following, 
which is only a guide, is offered as 
an example: 

a) The Joint Conference Com- 
mittee of the governing board and 
the medical staff should be com- 
posed of equal numbers of repre- 
sentatives elected or appointed by 


NEW ADDRESS 
The official address of the new head- 
quarters building will be 840 North 
Lake Shore Drive, Chicago 11, Illinois. 


the governing board and the medi- 
cal staff. The administrator should 
be an ex officio member of the 
committee. 

b) The chairman of the Joint 
Conference Committee may be al- 
ternated between representatives 
of the governing board and of the 
staff. 

c) The Joint Conference Com- 
mittee should meet at regular in- 
tervals no less frequently than 
four times per year, and should 
meet on call when necessary. 

d) The committee should feel 
free to invite to its meetings per- 
sons within or without the hospital 
who can contribute from their spe- 
cialized knowledge or experience. 

e) A formal agenda should be 
prepared from suggestions of the 
submitted to all 
members of the committee in suffi- 
cient time before ‘the meeting. 

f) Minutes should be kept by 
the secretary and should be main- 
tained in the permanent records 
of the hospital. 

g) A resume of the minutes of 
the Joint. Conference Committee 
should be presented at meetings 
of the governing board and at 
meetings of the medical staff. 
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Oe OF THE items which I think 
will interest all of us is the 
recent action of the Board of 
Trustees authorizing a listing pro- 
gram for nursing homes and ask- 
ing the Council on Professional 
Practice to work out the details 
with the Council on Medical Serv- 
ice of the American Medical As- 
sociation. This is a very complex 
matter and it will require the 
most careful study and coopera- 
tion of all concerned to work out 
a satisfactory program that will 
provide the essential requirement 
for listing. 

Liaison among the organizations 
that have to do principally with 
the patients and nursing homes is 
now at a stage of development 
where good progress should be 
made. One of the ongoing activi- 
ties of the Association is the Joint 
Council to Improve the Health 
Care of the Aged. This council is 
composed of members of the Amer- 
ican Dental Association, the Amer- 
ican Hospital Association, the 
American Medical Association, and 
the American Nursing Home Asso- 
ciation. 

Just last week this council met 
and set up its constitution and 
bylaws for operation. Financing 
of its program has been arranged, 
and a full-time, capable secretary 
has been employed. 

To get back to the listing of 
nursing homes, I am reminded 
that when licensure laws for nurs- 
ing homes began to go into effect 
on a state-wide level, there was 
no way to ascertain how many 
facilities were being used for 
nursing homes. In our own state 
we assumed that there were quite 
a few, but the applications for li- 
censure doubled the size of the 
estimate. An initial inspection of 
these institutions revealed that 
many of them were not true nurs- 
ing homes in character. 

The laws specifically provided 
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that these institutions should be 
related to hospitals and should 
provide care in excess of board 
and room, and two major cate- 
gories were therefore set up. Facil- 
ities providing board and room 
only were eliminated, and the 
problem centered around those 
that were true nursing homes. 
Some landmarks for the appraisal 
of a nursing home were set up, 
and a few of the procedures usu- 
ally provided in general hospitals 
were used as a base from which 
to start, showing where hospital 
care ceased and nursing home care 
began, and where nursing home 
care ended and board and room 
became the prevailing type of 
care. 


A START on the definition of a 
nursing home was then begun. 
The type of physical facility and 
staffing became a source of inter- 
est that still is not totally devel- 
oped and requires a great deal 
more thought. The use of the title 
“nursing home” should _ surely 
mean that nursing is provided, and 
no true home of this character 
can be operated without the pro- 
vision of essential nursing care. 

The Minnesota law provides 
that there must be at least one 
graduate nurse on duty, and the 
provision of “around the clock” 
coverage under the supervision of 
the graduate nurse, through the 
use of other graduates or practical 
nurses, must be assured. When it 
comes to the listing of nursing 
homes, much has already been 
worked out through the applica- 
tion of Hill-Burton’s token funds 
for construction. The amount of 
space required for each patient, 
the facilities for minimal nursing 
care, and the factors that have to 
do with safety also are pretty well 
established. 

At the time this is being writ- 
ten, we are planning the dedica- 


tion of a new nursing home for 
the University of Minnesota Hos- 
pitals with funds provided by the 
Masonic Fraternity of Minnesota, 
which will total more than a mil- 
lion dollars. More than fifty thou- 
sand members of the fraternity, 
and the women’s groups _ allied 
with the Masonry, have made this 
institution possible through their 
gifts. The physical facilities have 
been designed in conformity with 
the best that we can find so far 
in this type of facility—adequate 
lounges, dining rooms, occupa- 
tional therapy, nursing units, bar- 
ber and beauty shops, patients 
laundries, offices for physicians, 
consultation and examining rooms, 
and many more assets for scien- 
tific, comfortable care. 

We do not have this in mind as 
a terminal hospital but as a para- 
hospital of hope and opportunity 
for recovery. In visiting many of 
the better nursing homes through- 
out the country—and some of them 
are every bit as good as our new 
facility—I was upset by the final- 
ity of the attitude expressed by 
some operators of these units. 
Many of them told me that at 
least 90 to 95 per cent of their pa- 
tients were never discharged for 
any cause except that of death. 

This leads me to believe that 
these institutions, if they are to 
stand side by side with the hos- 
pitals of the country, must make 
provisions for the type of care 
that will restore the patient to 
productivity and a useful, happy 
life if it is at all possible. Listing, 
I think, will go a long way to- 
wards help in this field. 


Ray Amberg, president 
American Hospital Association 
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dependable rapid 


No one is more aware than professional itigpieet that..in.agute fluid 
retention (cardiac failure), a diuretic is a. the diureti¢ used 
MUST be dependable—MUST always provide maximum therapeutic benefits» 
rapidly, with minimal side effects. \ 
For this reason, the standard procedure.in the majority of hospitals is initial injec- 

tion of MERCUHYDRIN to obtain the rapid, adequate diuresis that is often lifesaving. 
Once acute symptoms have been controlled, NEOHYDRIN, the proved, effective oral diuretic, maintains the edema- 
free state. 

The many years of dependable experience with MERCUHYDRIN and NEOHYDRIN have demonstrated that supple- 
mental potassium is usually not needed, and other special diets are rarely required. Therefore, this diuretic team 
Saves precious time for hospital personnel and patient alike — time that may be utilized by the staff for other hospital 
tasks; time that shortens hospital stays. 


standard for initial control for maintenance of the edema-free state 


of severe failure TABLET 


(Brand of Meralluride Injection) 


LAKESIDE 


MERCUHYDRIN’ 


sodium 


NEOHYDRIN: 


(Brand of Chlormerodrin) 


NEOHYDRIN' 
with VITAMINS 


(Brand of Chiormerodrin with B-complex and 
ascorbic acid) 
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‘SHORT-STAY’ AND ‘LONG-STAY’ — 


(Continued from page 33) STUDY OF TWO RECOVERY 


ample, a pneumonectomy) and to 
most patients undergoing any pro- OF S ® 8 S O 
cedure who are admitted to the ROOMS FER & E T 


unit outside of regularly scheduled 


1 INTENSIVE CARE UNIT DESIGN 


reveals differences in surgical load 


between the two study hospitals. o 
More importantly, however, it in- 4 
dicates the fact that in Hospital Table 1.—Average recovery room stays, listed according to ¥ 
B patients with certain diagnoses classified procedures = 
remain in the recovery room for 7 
than would be necessary to react a A 3 
from anesthesia. This. is particu- 23 23 1:23:37 
larly true for the last eight diag- 17 32 1:24 01:25 
nostic categories. Dilation & curettage .......... 92 45 1:27 1:48 <a 
The differences in the type of Saphenous vein ligation ....... 13 8 1:50 1:39 4 
care given in the two units ts also 14 12 1:36 1:43 
evident in comparing the average Pilonidal cystectomy .......... "1 7 1:53 2:15 a 
length. of time each diagnostic inguinal herniorrhaphy ........ 3s 
category stayed in the two units. Myomectomy ..............--. 6 — 1:35 _ a 
For example, in the postanesthesia extrection ........-.--- 
recovery room, ovarian resection Fuiguration of bledder .......-- 
patients stayed an average of 3 es 10 
hours and 40 minutes, while pa- odie 
stayed an average of 2 hours and 10 5:21 
. 20 minutes. Patients with these Open reduction of fomur ....... pote 12 aun 5:28 a 
same diagnoses stayed an average 31 27 2:35 5:56 
of 8 hours and 12 minutes and 16 Exploratory laparotomy ........ — 22 — 6:34 | 
hours and 36 minutes in the post- Cholecystectomy .............. 29 31 2:43 6:49 
operative recovery room in Hos- Appendectomy ..............-. 7 55 1:24 6:58 4 
pital B. Abdominal herniorrhaphy ...... 6 15 2:50 7:01 
EFFECT OF ADMITTANCE TIMES Overian resection/removal ..... 7 10 3:40 8:12 
Transurethral resection ........ 61 2:15 8:20 
The effect of the time the pa- cpus _ 18 — 
tients were admitted on the aver- 20 3:07 10:26 
age length of stay was not § 1 11:38 
marked in Hospital A’s postanes- Gastric resection .............. é 24 2:20 16:36 
due to the limitation in hours and 2:35 18:58 
days it was open. The effect of time — 20:34 
of admission on Hospital B’s post- —_.. 
operative recovery room stays is big HI 
demonstrated in Table 2, page 52. ima aaeal 
A review of these average stays 7 
reveals that Hospital B is, by keep- a 
ing most Jate admissions for longer 58 ont ss 


periods of time, using its recovery 
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Table 2.—Average recovery room stay for certain diagnostic 
groups admitted before and after 2:30 p.m.—Hospital B 


AVERAGE RECOVERY 


NUMBER OF ROOM STAY ON 
OPERATIVE PROCEDURE CASES ADMITTED PATIENTS ADMITTED 
7 a.m.- 2:30 p.m.- 7 a.m 2:30 p.m.- 
2:30 p.m 7 p.m. 2:30 p.m 7 a.m 
Hemorrhoidectomy 15 & 1:31 1:49 
Breast biopsy ........ 23 9 1:32 1:18 
Dilation & curettage ... 33 8 1:31 3:07 
Saphenous vein ligation 4 3 1:35 1:42 
Pilonidal cystectomy ... 5 2 2:11 2:25 
inguinal herniorrhaphy 50 26 2:12 4:09 
Fulguration of bladder a 10 1:45 3:21 
Thyroidectomy ....... 14 8 2:42 4:16 
Transmetatarsal 
amputation ........ a 10 2:22 6:12 
Mastectomy ......... 10 6 2:54 9:25 
Open reduction of femur 8 3 5:52 4.37 
Hysterectomy ........ 21 6 3:46 13:30 
Exploratory laparotomy. 13 9 5:13 8:35 
Cholecystectomy ...... 24 7. 4:08 16:00 
Appendectomy ....... 6* ae 6:35* 7:01 
Abdominal 
herniorrhaphy ..... 12 3 6:55 7:25 
Laminectomy ......... 14 5 3:17 18:18 
Ovarian ( 
+ resection/removal .. 5 5 5:45 10:39 
Trensvurethral resection . 29 32 4:12 12:04 
Prostatectomy ........ 9 11 4:17 14:55 
Gastric resection ..... 12 12 10:45 22:27 
eae 12 15 18:55 15:40 
intestinal resection 18 9 18:53 14:08 
Thoracoplasty ........ 3 7 21:32 20:00 
Thoracotomy ......... 6 te 22:57 24:12 
Mitral valvulotomy .... 10 a 35:05 48:16 
Pneumonectomy ...... 2 6 26:50 45:40 
Pulmonary lobectomy .. 7 8 41:54 56:34 


*This average influenced by one 80-year-old patient with « prolonged recovery room stoy. : 


room to relieve the inpatient floors 
of heavy postoperative loads dur- 
ing evening and night shifts. 
How many surgical patients did 
not receive the services of the 
postanesthesia recovery room in 
Hospital A because of the re- 
stricted operating hours? During 
the study period, when 500 cases 
were being accumulated, an ad- 
ditional 110 surgical procedures 
were performed on patients who 
would have been cared for in the 
recovery room if they had been 
operated on during the regularly 
scheduled operating room hours. 
In other words, 18 per cent of the 
patients operated upon were re- 
turned directly to their rooms. 


52 


At Hospital A, as in Hospital B, 
the patient floors during evenings 
and nights and on weekends are 
at their minimal staffing. It is safe 
to assume that many of these 
emergency patients required skilled 
postoperative recovery room care 
even more than did the patients 
operated on during’ scheduled 
hours. The inability to provide 
this type of care because of operat- 
ing policies is a serious drawback 
of the short-stay, limited service 
concept. 


HOW FUNCTION INFLUENCES DESIGN 


Before any recovery unit is 
planned, the decision must be 
made as to whether postanesthesia 


care only, or postoperative care 
as well, will be given in this area. 
Design and policies are basically 
affected by this decision. 

Most of the mechanical equip- 
ment required is the same for both 
units—oxygen, suction, and ade- 
quate lighting must be available 
to every bed. A review of the serv- 
ices required by the patients in 
both recovery units revealed dif- 
ferences in quantity rather than 
differences in the services them- 
selves. Patients in both units re- 
quired oxygen, suction, infusions, 
transfusions, and medications. The 
longer stay patients required them 
for longer lengths of time and, in 
the case of medications and trans- 
fusions, much more frequently. 

The planning differences be- 
tween the two units are, then, pri- 
marily matters of space require- 
ment and layout. More generous 
utility room space, medication 
area, charting facilities, and larger 
refrigerators should be provided 
in the postoperative recovery room 
than would be required in a post- 
anesthesia recovery unit. Facilities 
for diets must be considered if the 
patient is to remain in the recovery 
room for long periods of time. 
Other than these ancillary facili- 
ties, the bed space must be ar- 
ranged so as to provide more pri- 
vacy—at least between § sexes. 
Fully reactive patients and visitors 
will be most uncomfortable if such 
considerations are not included in 
the design of the postoperative re- 
covery unit. 

Differences in administrative and 
medical policies and procedures 
should also reflect the difference 
in function of the two main cate- 
gories of recovery rooms. The re- 
lationship between the _ surgical 
department and anesthesia depart- 
ment and the decision as to which 
of them is charged with the re- 
sponsibility of supervising the pa- 
tient’s stay in the recovery room 
and of deciding upon his release 
from it will depend upon the type 


of recovery room service offered. 


The nursing service, especially 
during evenings and nights, is vi- 
tally affected by these functional 
differences. It is obvious from the 
results of the study that the staff 
for a postoperative recovery unit 
must be planned for 24 hours a 
day, seven days a week, if the 
unit is to fulfill its maximum ob- 
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Spread ant 


To help prevent staphylococcal infection, 


use pHisoex not only in the 

operating room and the nursery— 

but everywhere throughout the hospital: 

e for handwashing by all hospital personnel before 

and after caring for every patient 

¢ for routine washing of newborn infants 

¢ to wash patients ante and post partum 

¢ to wash patients who have a communicable disease 

* to wash patients who have an infective disease of the skin 

¢ for surgeons’ hand preparation ¢ to wash anesthesia equipment 
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hospitals, handwashing is ‘ 
control measure. 
far enough because it cannot be relied upon to kill the staphylococci.” 
But “when pHisoHex is used by nurses for handwashing, it is not pos- 
sible to recover Staphylococcus pyogenes from their hands.” In addition, 
bacterial resistance to hexachlorophene does not develop.* 


At the National Institutes of Health, the incidence of hospital 
cross infection was practically eliminated when a// hospital personnel 
washed with pHisoHex before and after caring for any patient.’ Routine 
use of pHisoHex for bathing infants as well as for routine handwashing 
by hospital nurses has helped prevent staphylococcal epidemics among 
newborn infants.* 


Why is pHisoHex so often preferred? “The preparation appears 
to kill bacteria quickly, inhibits their growth, renders the skin's surface 


virtually sterile in many cases, forms an antibacterial film which kills 
fresh bacteria in the event of subsequent contamination after its use, 


O REDUCE the spread of staphylococci and other organisms in 
... possibly the most important single 


Just soap-and-water cleansing “...does not go 
2 


saves time... . It is nonirritating, and it is hypoallergic.”” 


STAPH ‘infections 


with 


Antibacterial detergent with 3% hexachlorophene 
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Reinforce the antiseptic umbrella with anti- 
staphylococcal Zephiran® chloride, a powerful 
antiseptic and germicide that is nonirritating to the 
skin and mucous membranes—and Roccal,® a solution 
for general hospital sanitization and disinfection. Roccal 
rinsing renders textiles actively bacteriostatic against 
respiratory and wound discharge. 


Write for or ask the Winthrop man for the new leaflet, 
“Practical Pointers to Protect Your Hospital Against 
STAPH ylococcal Infections.” 


New York 18, N. Y. 


pHisoHex, Zephiran (brand of benzalkonium as chloride, refined), and Roccal 
(brand of benzatkonium chloride, technical), trademarks reg. U.S. Pat. Off. 
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jectives. The effect of providing 
more comprehensive postsurgical 
care away from patient floors on 
the staffing of these floors must 
also be considered in making the 
decision as to the type of service 
which will be provided. 

The surgical, anesthesia, nursing, 
and administrative staffs should 
consider the type of surgery the 
hospital is performing, or is plan- 
ning to undertake, before deciding 
on a postoperative or postanesthe- 
Sila recovery unit. Hospitals with 
large surgical subspeciality staffs 
—such as neurosurgery, thoracic 
surgery, or cardiac surgery—should 
consider the postoperative recovery 
room rather than the postanesthe- 
Sila recovery room. 


RATIO OF RECOVERY BEDS 


The recovery room and the op- 
erating rooms should be planned 
as a single unit, not only because 
of the desired physical proximity 
of one to the other, but also be- 
cause of their close functional re- 
lationship which makes them de- 
pendent upon each other. 

The study discloses definite indi- 
cations that the ratio of 1.25 beds* 
per operating room is not suffi- 
ciently large to care for peak loads 
occurring in either type of recov- 
ery room. A ratio of 1.75 to 2.0 
recovery room beds would have 
been a more realistic figure in the 
two hospitals studied. This figure 
was reached by two methods: (1) 
an actual peak load count on a 
period of consecutive operating 
days (Tables 3.and 4, right,) and 
(2) an estimation based on the 
relationship between operating 
room time and recovery room time 
in Hospital A. 

In spite of the fact that patients 
stayed in the postoperative recov- 
ery room four times as long on 
an average as did patients in the 
postanesthesia recovery room, the 
required recovery bed ratio per 
operating room, as tested by peak 
load counts, was about the same 
for both units. It was hypothesized 
that the difference in surgical load 
(relatively fewer short operations 
in Hospital B) and an operating 
schedule balanced between morn- 
ings and afternoons would result 
in two peak loads in Hospital B 

*Schafer, K. and Galbraith, T.P. Re- 


covery room services—guide for planning. 
HOSPITALS, J.A.H.A. 26:65 Nov. 1952. 
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Table 3.—Hospital A—Recovery room activity during a 40-day 


study period 
PEAK LOAD ADMISSIONS OPERATING 
ROOMS 
Maximum ...... 12 22 
7.6 15.0 6* 


NUMBER OF DAYS THAT “N” BEDS 
WOULD HAVE SATISFIED PEAK LOAD REQUIREMENTS 


“includes one double cystoscopy unit 


Percentage 
of days 


100.0 per cent 
95.0 per cent 
92.5 per cent 
82.5 per cent 
67.5 per cent 
42.5 per cent 
27.5 per cent 
11.5 per cent 

5.0 per cent 


Table 4.—Hospital B—Recovery room activity during a 32-day 


study period 
PATIENTS OPERATING 
PEAK LOAD = ADMISSIONS TREATED ROOMS 
Maximum ....... net 15 19 
Minimum ........ 3 
Average ........ 5.4 10.0 12.5 4* 


NUMBER OF DAYS THAT “N” BEDS 
WOULD HAVE SATISFIED PEAK LOAD REQUIREMENTS 


Beds Days 


ee ucn @ 


*includes one double cystoscopy room 


rather than one which would tend 
to minimize the number of pa- 
tients in the recovery room at any 
one time- 

This assumption is borne out 
by Figure 1, page 59, which is a 
composite picture of the time of 
day the 1500 study cases in the 
two units were actually in the re- 
covery room. The postanesthesia 
recovery room reached its peak 
load at 1:30 p.m., while the post- 
operative recovery room had two 
peak loads, one at 1 p.m. and the 
other at 5 p.m. 


Percentage 
of days 


100.0 per cent 
96.9 per cent 
84.4 per cent 
59.4 per cent 
15.6 per cent 

6.2 per cent 


The recovery room load is in- 
dissolubly bound to the operating 
schedule. Peculiarities and limita- 
tion of operating room schedules 
will result in peaks and valleys 
in recovery room utilization. Sig- 
nificant differences in operating 
room scheduling between the two 
hospitals resulted in the differing 
pattern of recovery room utiliza- 
tion illustrated by the graph. In 
Hospital A more (70.4 per cent) 
of the major surgery was scheduled 
before 1 p.m. In Hospital B a suc- 
cessful attempt was made to equal- 
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Number Number 
of of : 
beds days 
12 40 
: 1? 38 
10 37 
9 33 
8 27 
7 17 
6 11 
5 7 
a 2 
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Fig. 1—Pattern of recovery room usage, showing number of patients in 
recovery room at any given time (Expressed in per cent of total cases) 


40% 


| 
HOSPITAL Aj | 


HOSPITAL B | 
1000 CASES=100% | CASES = 100%: 
10% q Tt “ + — 
MIDNIGHT 4 a.m. 8 NOON 4 8 


ize major cases between the morn- 
ing hours (51.6 per cent) and the 
afternoon hours (48.4 per cent). 

The type of surgical load and 
the pattern of doing most of the 
surgery in the morning, as in Hos- 
pital A, is typical of many com- 
munity hospitals and certainly 
must be considered when recovery 
facilities are planned. 


POSSIBLE OPERATIONAL PATTERNS 


An examination of the first seven 
diagnostic categories in Table 1 
discloses a minimal difference in 
average recovery room stays in 
these categories between the two 
hospitals. If only hemorrhoidec- 
tomies, dilation and curettages, 
routine inguinal herniorrhaphies, 
pilonidal cystectomies, breast bi- 
opsies, cystoscopies, and saphe- 
nous vein ligations are considered, 
experience would seem to indicate 
that even when postoperative care 
facilities are available, they are 
not used for patients in these seven 
selected categories. By extension 
then, it may be presumed that the 
primary type of care needed by 
most of these patients is postan- 
esthesia care and these patients 
would not usually require the 
services of an intensive care unit. 

These operations comprise 40 
per cent of the recovery room load 
in Hospital A (more typical in 
surgical load to the usual com- 
munity hospital), but they account 
for only 20 per cent of the recov- 
ery room admissions in Hospital 
B. It is interesting to note that 
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Hospital A independently arrived 
at this same list of surgical proce- 
dures for patients who would be 
eligible for a minimal care unit. 


INTENSIVE CARE UNIT TRENDS 


In programing an intensive care 
unit, the first decision is the re- 
lationship of that unit to the re- 
covery room. Is the anesthesia re- 
covery function to be carried out 
in the intensive care unit? In the 
few programs available for re- 
view, the trend seems to‘ be sepa- 
ration of the postanesthesia area 
from the postoperative care area. 


Some findings of this study would 
support this policy. At least 40 per 
cent of the postoperative surgical 
patients would not need to be ad- 
mitted to the intensive care unit, 
since they require only postanes- 
thesia care. 

The problem of treating patients 
immediately after surgery with 
medical patients on the same in- 
tensive care unit has been con- 
sidered so formidable by some 
planners as to recommend this 
separation. Also, the location of a 
combined postanesthesia intensive 
care unit would present some 
planning problems, since it would 
have to be near the operating suite 
and convenient to the staff of the 
non-surgical specialities. In a hos- 
pital with a separated intensive 
care unit, the pattern of recovery 
room usage would then approxi- 
mate that observed in Hospital A. 

Such a separation would, how- 
ever, dictate duplication of facili- 
ties, equipment, and staff. Consid- 
eration should be given to the 
inclusion of the anesthesia recovery 
room within the intensive care 
unit. If this were done, the pattern 
of postoperative stay would prob- 
ably resemble that found in Hos- 
pital B. No predictions can be 
made on the basis of this study 
as to the pattern of medical or 
preoperative surgical stays which 
also would be included in most 
intensive care units. s 


NOTES AND COMMENT 


Help for small hospital pharmacies 


More than 4000 smaller hospitals throughout the country should enlist 
the help of local retail pharmacists to assist in providing medications for 
their patients, according to Assistant Prof. Alex Berman and John J. 
Zugich of the University of Michigan. 

Mr. Zugich, formerly a hospital pharmacist and now an assistant di- 


The Council on Professional 
Practice of the American Hos- 
pital Association has voted to 
accept the statement of the 
Joint Conference Committee 
recommended for adoption by 
the Joint Committee of Trus- 
tees of the American Hospital 
Association and the American 
Medical Association. Text of 
the statement appears on page 
48 of this issue. 


rector at the University of Michi- 
gan Medical Center, and Professor 
Berman, of the College of Phar- 
macy, have prepared a resource 
manual for administrators of 
smaller hospitals and community 
pharmacists. 

The handbook offers an orienta- 
tion to the pharmacy service prob- 
lems facing community hospitals 
and outlines working relationships 
between smaller hospitals and re- 
tail pharmacists. The manual is 


(Continued on page 112) 
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Prevents accidental spilling; reduces cross- 
infection; safe to use in mental wards, too 


Now! An entirely new hamper bag, 
designed for fast, really safe. laundry 

r handling. Hartford Self-closing Rope- 
less Bags seal in all soiled linen — 
without ropes, tapes, or ties. They're 
safe to use in mental wards, too. With 
no ropes, there’s no risk to patients 
—no chance for casualties or accidents 
of any kind. 


The secret lies in the bag’s self-enve- 
loping, flap-top design. When the bag 
is full, the attendant simply pulls the 
flap over the top; turns the bag up- 
side down. The weight of its contents 
forces the flap tightly closed. Built-in 
pocket-type grips on the bottom make 
it easy to handle. Ideal for chutes. 


Hartford Self-closing Ropeless Bags 
come in a wide range of color cod- 
ings, fabrics, and in standard or spe- 
cial hamper sizes. For details, ask 
your dealer or write: 


Turned upside down, contents Ropeless, grommetless design 
force flap tightly closed. Built-in simplifies handling problems 
pocket-type handles provide from sick room to sorter’s table 
strong hold for lifting the bag. — assures fast, uniform drying. 


SEND FOR OUR LITERATURE ON “STAPH™ 
INFECTION AND SOILED LINEN 


NEW SELF-CLOSING poled LAUNDRY BAG 
/ 
‘% 3 
Z 
4 
22 Thomas Street @ East Hartford, Connecticut 
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fuuschasing 


How the pharmacist can help solve 


PROBLEMS IN 


PURCHASING 


MEDICAL SUPPLIES 


HE PHARMACY DEPARTMENT at 
Clinical Center, National 
Institutes of Health, is unusual in 
that the pharmacy and central 
sterile supply service are com- 
bined. We are involved in procur- 
ing and supplying practically all 
routine patient needs except laun- 
dry and food. In addition, such 
articles as eye glasses, elastic 
stockings, prosthetic appliances, 
and certain other materials fall 
within the scope of the operation. 
This situation has helped create 
a more than usual awareness of 
how the purchasing agent and 
pharmacist in a more typical hos- 
pital organization can by working 
together perform both jobs more 
effectively and in so doing give 
greater service to patients. 

The pharmacist should be will- 
ing to consult with the purchasing 
agent in the establishment of spec- 
ifications for drugs and supplies 
that come within his jurisdiction, 
and should work with the pur- 
chasing agent as closely as pos- 
sible in order to provide the best 
product at the best price. A pur- 
chasing agent should be a person 
to whom the pharmacist can turn 
for help and vice versa. 


Milton W. Skolaut is chief of the phar- 
macy department, Clinical Center, National 
Institutes of Health, U.S. Department of 
Health, Education, and Welfare, Bethesda, 
Md. This article is based on a presentation 
at a meeting of the Purchasing Agents 
Section of the Maryland-District of Colum- 
bia-Delaware Hospital Association in No- 
vember 1957. 
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by MILTON W. SKOLAUT 


There are numerous areas in which 
the purchasing agent and the pharma- 
cist can work together to perform their 
functions more effectively and give 
greater service to patients, the author 
states. Writing of specifications for 
medical supplies and testing these sup- 
plies are two of the areas discussed by 
the author in which such collaboration 
pays valuable dividends. 


In working to give the patient 
better service, the purchasing 
agent may find that a pharmacist 
can save him money by making 
up in the pharmacy such nonphar- 
maceutical items as laboratory 
stains and reagents, sodium-free 
baking powder, dietary supple- 
ments, room deodorants, stain re- 
moval solutions for the laundry, 
and water testing reagents for the 
engineering and laundry depart- 
ments. If the purchasing depart- 
ment would like to procure and 
store such basic items as prescrip- 
tion containers, stable chemicals, 
petrolatum, soap, isopropyl! alco- 
hol, etc., few pharmacists would 
object. 


DISAGREEMENT OVER FUNCTION 


Frequently there is disagree- 
ment over the function of the pur- 
chasing agent in the institution. 
Too many purchases are made on 
the basis of friendship or the de- 
mand—without a sound basis—of 
professional personnel. We have 
known cases in which hospital per- 


sonnel have demanded something 
regardless of price or quality. A 
purchasing agent must know that 
whatever he buys renders a satis- 
factory service to the persons who 
use it, and above all, contributes 
to the welfare of the patient. He 
can do his best by giving advice 
to the personnel with whom he 
deals and to anyone in the hos- 
pital who may need his services. 
A purchasing agent should not 
merely say, “This is how it is 
done’. He should convince the 
persons interested in obtaining 
the products. 

Frequently, professional person- 
nel attend a convention or meet- 
ing where many hospital supply 
items are exhibited. Very often, 
they return from such an exhibit 
with only a portion of the infor- 
mation necessary to intelligently 
evaluate the item. Both the pur- 
chasing agent and the professional 
person have a responsibility to ob- 
tain this information and to stand- 
ardize items in the hospital as far 
as possible, to serve the hospital 
in the best interests of the pa- 
tient, and to do the job as. eco- 
nomically as possible. 

Pharmacists and purchasing 
agents in particular have a re- 
sponsibility to all suppliers to 
keep them informed of possible 
future needs and trends so that 
they may in turn better serve the 
hospital. 

The writing of proper specifica- 
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tions is one of the most difficult 
tasks that anyone can assume. 
Probably the best plan is to start 
with an established set of specifi- 
cations such as the federal .ov- 
ernment specifications and adapt 
them to the individual hospital 
needs. These specifications should 
include sufficient information for 
suppliers or bidders so that no 
doubt exists as to what is desired. 
They should also contain the 
methods the hospital plans to use 
in testing the materials .to check 
their compliance with specifica- 
tions. With this information, the 
supplier can pretest his products. 
When written or oral bids are ob- 
tained, samples should be re- 
quested, or if necessary, a small 
amount of the items should be pur- 
chased. Sample materials should 
be submitted to all possible tests, 
including actual use, to determine 
which ones meet or most closely 
approximate specifications. The 
purchaser should make sure that 
the supplier furnishes the identi- 
cal material on the purchase order 
as he submitted as a sample. 

Particularly in smaller hospi- 
tals, pharmacists can be very help- 
ful to the purchasing agent and 
receiving personnel in the testing 
of many of these articles. One 
product which often causes prob- 
lems is adhesive tape. All too 
often, rolls of adhesive tape with 
one or two yards of material still 
unused gather dust in the back of 
a drawer, and eventually are dis- 
carded because the tape is too 
hard to remove. 

At the Clinical Center, since the 
pharmacists are in such close con- 
tact with the users of the tape, we 
are able to closely evaluate the 
problems connected with usage 
and storage. On a visit at an ad- 
hesive tape manufacturing plant, 
the author found that the winding 
machines are adjustable for chang- 
ing tension in winding an adhe- 
sive tape roll. Thereafter, we 
wrote specifications stating that 
the pull required to remove the 
tape from the roll was to remain 
the same or become less as the 
core is approached. Our adhesive 
is now more completely used. A 
small pull tension scale is used to 
test the tension while the tape is 
unrolled at a fixed rate of speed. 
Storage of the adhesive tape under 
proper conditions is very impor- 
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tant, since excess heat or freezing 
tends to destroy the adhesive prop- 
erties. 

A complex and controversial 
subject is sterile, disposable nee- 
dles. Some claim that these 
needles are superior and less ex- 
pensive; others say they are more 
expensive. Again, the best way to 
find out if they suit a hospital’s 
particular needs economically is 
to establish minimum performance 
and purchase specifications, then 
purchase a quantity of needles and 
place them in general use. Com- 
ments from nurses and physicians 
concerning their ease in use and 
whether they are packaged satis- 
factorily will be valuable in help- 
ing to choose the right product for 
the hospital. 


INTERCHANGEABLE SYRINGES 


The same method can be used 
for testing interchangeable syr- 
inges and comparing them with 
the usual matched glass syringes. 
Generally, interchangeable  syr- 
inges should be less expensive, 
but this is not always the case. 
Only a study will show whether 
both parts of the syringes are fre- 
quently broken, or if syringes are 
being pilfered from the hospital 
stock for illegitimate use. If only 
one part of the syringe needs to 
be replaced, then the interchange- 
able sets may prove more reason- 
able over a period of time. If 
chosen carefully as to quality, in- 
terchangeable syringes can be as 
satisfactory as the regular matched 
type. The one requirement for use 
of interchangeable syringes is that 
the hospital buy from the same 
supplier for a considerable length 
of time once the correct one has 
been procured. 


SPECIFICATIONS FOR GAUZE 


In many instances, a pharmacist 
in a smaller institution may help 
the purchasing agent establish 
proper specifications for gauze and 
cotton type dressings. A more ex- 
pensive type of gauze may really 
be less expensive in the long run 
because it is more absorbent, thus 
requiring fewer dressings to be 
packaged and sterilized, and fewer 
dressing changes for the patient 
and professional staff. A simple 
absorbency test by weighing be- 
fore and after wetting with dis- 
tilled water will give surprising 


results as to the actual absorption. 

Very expensive mistakes can be 
made by buying inexpensive in- 
struments. The majority of sterile 
supply instruments are being im- 
ported, and many of these are of 
excellent quality. However, many 
are of very poor quality and are 
sold at reduced prices. These 
seemingly inexpensive instruments 
will not be in use very long before 
corrosion occurs or they become 
generally unfit for use. Cutting 
edges become dull and will need 
repair or will be discarded very 
quickly. Federal government spec- 
ifications provide for instruments 
in a combination of composition 
G & K corrosion-resistant metals, 
and outline very simple tests for 
each. For example, a boil test with 
distilled water to determine prop- 
er composition can be performed 
in any pharmacy or laboratory. 
The pattern is important in sur- 
gical instruments, and this rather 
limits the number of suppliers of 
some types of devices. However, 
instruments for general hospital 
use can generally be purchased 
from many suppliers. 


THERMOMETERS 


Thermometers are among the 
most difficult items to purchase. 
One may obtain quotations on a 
wide variety of thermometers, 
from those for which accuracy 
and permanency of pigment are 
guaranteed to those that are sold 
on a price basis. 

At the Clinical Center we have 
established specifications for ther- 
mometers and have developed a 
proper testing method; variations 
found are surprisingly large. Many 
thermometers tested varied as 
much as % to 1°C. from a stand- 
ard testing thermometer. There 
have been occasions when medica- 
tion has been needlessly started 
for a patient when an inaccurate 
thermometer showed a 1°C rise 
in temperature. Likewise, medica- 
tion has been withdrawn too early 
from a patient whose temperature, 
according to a faulty thermometer, 
had lowered to normal. 

Buying thermometers on a price 
basis without testing for accuracy 
can have serious results. Often- 
times a thermometer shows a tem- 
perature drop immediately upon 
being removed from a patient’s 
mouth, making an accurate read- 


HOSPITALS, J.A.H.A. 


All Four Benefit 
From the Finest Equipment 


Modern, safe, dependable Gomco equipment 
helps ease the tasks of the physicians and nurses =e 
who minister to the patient’s needs. The feeling ‘ 
of added security enjoyed by the patient inspires 

favorable opinion, which in turn enhances the 

hospital's reputation. 

Such is the case with the Gomco No. 799 Mo- 

bile Aspirator. Ideal for hospital floor use, this | 
powerful unit is easy to move about, simple to ai 
operate and maintain. Controls are conveniently ea 
located at the top of the unit. The regulator valve | 
controls the exact degree of suction required, 
from 0” to 25” of mercury. Quiet, vibration-free 
operation leaves the patient undisturbed and re- 
laxed. Gomco Aerovent® overflow protection — iS 
automatically prevents flooding of the suction is 
bortle, thus protecting the pump from damage. 
Yes, patients, physicians, nurses, hospitals —all 
four benefit from the fine performance of equip- 
ment like the Gomco No. 799 Mobile Aspirator. 
Phone your Gomco dealer — he'll be glad to dem- 
onstrate the superior features of this and all the 
other quality units in the complete Gomco line. 


GOMCO SURGICAL MANUFACTURING CORP. 


820-H E. Ferry St., Buffalo 11, N. Y. 


Smooth - rolling, rubber -tired 


casters and convenient handle provide ay 
easy mobility for the Gomco Distributed Outside the U.S. A. and Canada by 


No. 799 Mobile Aspirator INTERNATIONAL GENERAL ELECTRIC COMPANY 
. 150 East 42nd Street, New York 17, N. Y. 
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ing impossible to obtain. The phar- 
macy or clinical laboratory can 
purchase a standard thermometer 
and water bath and institute an 
accurate testing program without 
difficulty. 

Because the iodine and isopro- 
pyl alcohol used in the newer tech- 
nique in thermometer sterilization 
remove the markings on many 
thermometers—resulting in inac- 
curate readings and early discard 
—thermometers should be tested 
for permanency of pigment as 
well as accuracy. 


There are not usually many 
problems between pharmacists and 
purchasing agents concerning spec- 
ifications on drugs and chemicals. 
Many of the standards are set by 
the United States Pharmacopeia 
and the National Formulary. The 
pharmacist who furnishes drugs 
by these standards is fulfilling his 
responsibility and is obtaining a 
good product. 

It is not economical to the hos- 
pital to continually change manu- 
facturers or suppliers of certain 
products, particularly those that 


FOR ACCURATE INFANT 
URINE COLLECTION! 


Sterilon's PUC-10 provides an easy, accurate 
method of collecting body fluids from both 
male and female infants. Can be used to 
ascertain volume as well as for holding 
sample for laboratory examination. Clear 


polyethylene bag is non-toxic, non- 
Stock No. PUC-10 


CLEAN AND READY TO USEFOR 
NORMAL COLLECTIONS 


Stock No. PUC-10-S 


After use, bag can be folded 
e. 


“Quality is our Cornerstone” 


STERILE FOR COLLECTING : 


STERILON CORPORATION 


500 Northiand Ave., Buffalo 11, N.Y. 


may be classed as long-term medi- 
cations. For example, many prob- 
lems ensue if such items as 
digitalis products and steroids of 
certain types are changed in color 
or shape without prior notification 
of all concerned. The nurse receiv- 
ing the material on the unit will 
usually question this change and 
the patient will certainly question 
it, complaining that the product 
does not have the same effect as 
the previous one. Finally, the phy- 
sician will question the pharma- 
cist and may doubt the accuracy of 
the label, particularly if the patient 
has complained of not obtaining 
the identical results as with pre- 
vious brands. 

The same pattern is true with 
outpatients, and the hospital phar- 
macist is then usually required to 
stock several brands of the iden- 
tical medication. The pharmacist 
must also label each product with 
a proper synonym, or trade name, 
if this is the labeling habit in the 
hospital, in order to avoid being 
accused of substitution. 

Considering all of these facts, 
it is not always economical to 
change from one supplier of a 
drug to another simply to save a 
few cents on a pint of solution 
or a bottle of 1000 tablets. 


STORAGE OF SUPPLIES 


Every hospital has a shortage 
of storage space. For some of our 
routinely used items, we request 
bids for a yearly supply. The com- 
pany awarded the contract delivers 
on a monthly or bimonthly basis 
throughout the year, thus saving 
a tremendous amount of storage 
space for the institution. The sup- 
plier is satisfied because he can 
plan his purchase or manufactur- 
ing schedule, and the institution 
receives the merchandise on sched- 
ule. This system is preferable to 
buying on a monthly basis at a 
higher price or using valuable 
storage space when it is not really 
necessary. 

Sometimes deliveries can be 
scheduled even more frequently 
than monthly. At the Clinical 
Center, which is close to a sup- 
plier of intravenous solutions, a 
delivery of solutions is made each 
week. With this system, solutions 
are kept fresh by fast turnover 
and a minimum of storage space 
is used. 
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TPR board (21C-1) 
Manufacturer's description: This board is 


designed to minimize time and ef- 
fort in routine nursing procedures. 
Included are an electronic clinical 
thermometer, a full face watch 
with sweep second hand, a data 
pad, a night light, a pencil clip, 
and a dependable meter accurate 
to 1/10 degree. The board can be 
held in either hand. Medical Re- 


search Industries, Dept. H, P.O. 
Box 65, Cincinnati 30, Ohio. 


Plastic laminate-faced doors 
(21C-2) 


Manufacturer's description: Silhouettes 
to designate certain special rooms 
in hospitals may be inlaid in this 
laminate-faced 
door in con- 
trasting color at 
the time of its 
manufacture. 
These silhou- 
ettes are per- 
manent and 
| flush with the 
ie face of the door. 
The doors are 
available in a 
variety of 
standard colors 
and patterns 
and all doors 
have frames 
which accommodate closers and 
conventional butts and locks. Wood 
blocking is provided for all other 
hardware specified. Wear-resistant 
scuff plates are obtainable. The 
doors require little or no main- 
tenance and can be kept clean with 
soap and water. Bourne Mfg. Co., 
Dept. H, 1573 E. Larned St., De- 
troit 7, Mich. 


Card caddy (21C-3) 


Manufacturer's description: Quicker, eas- 
ier use of 3x5 card records is pos- 
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sible with this lightweight alumi- 
num card caddy. It is available in 
lengths of 6, 9, 12, 18, and 24 in. 


The caddy is adjustable for few 
or many cards and to “hold” place. 
It can be stored conveniently in a 
desk drawer. The Hahn Co., Dept. 
H, Box 64532, Los Angeles 64, 
Calif. 


Wheeled hydraulic recovery 


stretcher (21C-4) 
Manufacturer's description: An innova- 


tion of this wheeled hydraulic re- 
covery stretcher is the inclusion 
of smooth. sliding safety sides that 
will not bind. Other features are: 
30-degree Trendelenberg, four- 
wheel brakes, height adjustment 
of 11 inches, hinged back rest sec- 
tion. Shoulder braces, head rest 
and I.V. rod, removable tray for 


New product descriptions in- 


cluded in this section are con- 
densed from reports furnished 
by manufacturers and distribu- 
tors. Descriptions are included 
here for informational | pur- 
poses and such inclusion does 
not constitute endorsement by 
the American Hospital Asso- 
ciation. 


plasma, glucose, etc., are optional 
equipment. F. & F. Koenigkramer 
Co., Dept. H, 96 Caldwell Drive, 
Cincinnati 16, Ohio. 


Cardiological x-ray unit (21C-5) 
Manufacturer's description: Image ampli- 


fication with new equipment and 
tube is accomplished in the same 
manner as in conventional fluoro- 
scopic examination, but with sev- 
eral important advantages: it per- 


> If you wish to have your name sent direct to the manufacturers of products 
and distributors of literature described in this review, check the appropriate 
items on this coupon, sign your name and address, clip and mail to the Edi- 
torial Department of HOSPITALS, J.A.H.A., 18 E. Division St., Chicago 10, Ill. 


PRODUCT NEWS 


Aluminum tub truck (21C-8) 


board (21C-1) 
Payroll tax computer (21C-9) 


_..Plastic laminate-faced doors (21C-2) 
caddy (21C-3) wex-removing disc (21C-10) 
_..Wheeled hydraulic recovery stretcher Refuse disintegrator (21C-11) 

(21C-4) __.Wedge-shaped telephone booths 


_.Cardiological x-ray unit (21C-5) (21C-12) 
_.Germ resistant blanket (21C-6) _Packaged hypodermic needles (21 C-13) 
_Copying machine (21C-7) __..... Charge control device (21C-14) 
PRODUCT LITERATURE 
_Cencrete in hospital construction __..... Grease trap and plumbing treatment 
(21CL-1) (21CL-6) 
Injection system (21CL-2) cleaners (21C1L-7) 
_Medical inhalation therapy equipment Pneumatic tubes (21CL-8) 
(21CL-3) ___._._.Casters, glides, and crutch tips 
_._.Aluminum and steel grating (21CL-4) (21CL-9) 


for galvenized surfaces (21CL-5) 
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mits a substantial reduction in 
radiation exposure to the patient. 
A study of the heart by image 
amplification requires only 1/10 as 
much intensity as by fluoroscope. 
It provides an image 350 times 
brighter than by fluoroscope and 
allows an entire medical team to 
watch a TV screen simultaneously. 
It enables the diagnostician to 
avoid exposure completely by us- 


ing a TV screen in another room. 
Picker X-ray Corp., Dept. H, 25 S. 
Broadway, White Plains, N.Y. 


Germ resistant blanket (21C-6) 

Manvfacturer’s description: Germ-resist- 
ant blanket is a 50 per cent wool- 
90 per cent cotton blanket in regu- 
lar hospital size, 66 x 90, 234 Ibs. 
in weight, and available in cedar, 
green or rose colors. The blankets 
are treated with germ-killing 
chemicals at the time of their 
manufacture. Laboratory tests 
have shown that the germ-resist- 
ant quality remains for the entire 
life of the blanket. Chemicals used 
to treat the blanket are nontoxic. 
H. W. Baker Linen Co., Dept. H, 
315 Church St., New York 13, N.Y. 


Copying machine (21C-7) 

Manufacturer's description: Restyled 
copying machine, using heavy copy 
paper, makes completely dry cop- 
ies of documents in less than four 
seconds. The machine is colored 
buff and blue with aluminum trim. 
The Type 30 copy paper is durable 
and stiff to resist tearing and rough 
handling. Minnesota Mining and 


Mfg. Co., Dept. H, 900 Bush St., 
St. Paul 6, Minn. 


Aluminum tub truck (21C-8) 
Manufacturer's description: This labor- 


saving truck is useful wherever 


individual parts, pieces or parcels 
are handled. Its unique floating 
deck always keeps the load within 
easy reach of the operator, whether 
standing or: sitting. Because its 
spring-loaded deck automatically 
brings the load. within easy reach, 
the tub can be deeper and larger 
than a conventional tub and still 
be easy to maneuver. The casters 
feature sealed-in, permanently lu- 
bricated bearings that do not re- 
quire any servicing. M. Neushul 
Co., Inc., Dept. H, 1852 E. Pacific 
Coast Highway, Wilmington, Calif. 


Payroll tax computer (21C-9) 
Manvfacturer’s description: Computer 


shows withholding tax and the 


new 2% per cent social security 
deductions all on one line for wage 
brackets. up to $250. There are no 
pages to turn, no calculations to 
perform, and no special skill or 
practice is required to use it. A 
plastic slide is moved to the de- 
sired wage bracket and the figures 
copied. Replacements available as 
tax rates change. Price of the unit 
is $6.95. Calcu-Tax Corp., 49 W. 
37th St., New York 18, N.Y. 


New wax-removing disc (21C-10) 
Manufacturer's description: Wax-remov- 


ing disc is made of silicon carbide 
abrasive coated on a cloth back- 


ing. This open mesh cloth backing 
represents a new approach to the 
use of abrasives. The construction 
is specifically designed to prevent 
loading. When wax and dirt begin 
to accumulate, the disc can be 
rinsed clean in warm water. In this 
way, maximum life is obtained 
from the abrasive grains which do 
the work of removing the wax. 
For use, the 2l-in. abrasive disc, 
No. 100, is placed on the floor, then 
a No. 2 steel wool pad, also 21 in. 
in diameter, is placed on top, and 


finally a floor polishing machine 
equipped with a wire or fiber bris- 
tle brush is positioned over the 
two pads. Behr-Manning Co., Di- 
vision of Norton Co., Dept. H, Troy, 
N.Y. 


Refuse disintegrator (21C-11) 
Manvfacturer's description; New refuse 


disintegrator can consume 300 lbs. 
of garbage, paper or other refuse 
per hour, as well as reduce it to 
an odorless, insect and rodent- 
proof mass. The unit reduces vol- 
ume of the material by as much 
as 80 per cent. In addition, the end 
product can be used as an organic 
soil conditioner. Stainless steel 
construction practically eliminates 
exterior maintenance on the ma- 
chine. A feature of the disposal 
method is that it does not dis- 
charge pulp down the drain. The 
unit weighs about 550 Ibs. and is 
powered by a _ three-horsepower 
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Ssnug-fit 
wrists 


color-banded 
wrists 


= 


has both! 


On both MATEX types you get the exclusive 
permanent Kwiksort size markings that 
speed sorting and pairing — even on those 
that carry size-colored bands. 

White or brown gloves -- MATEX has both. 


_MATEX HOSPITAL PACKS 


Order MATEX gloves in Hospital Packs...save 
money...use only half the shelf space...no litter 

of boxes or tissues. Gloves in transparent polyethylene 
bags, color marked for easy size identification. 
Hospital Packs available in 6 and 10 gross lots. 


THE MASSILLON RUBBER COMPANY 
Massillon, Ohio 
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motor. Meili 
Inc., Dept. H, Hatboro, Pa. 


Wedge-shaped telephone booths 


(21C-12) 
Manufacturer's description: These wedge- 


shaped booths lend themselves to 
compact “half-circle” installations. 


Walls of the booth are made of 
materials designed to absorb ex- 
traneous noise and to provide a 
quiet area without the usual dis- 
advantages of a closed booth. There 
is no accumulation of dirt, no glass 
to break, and no foul odors. Bur- 
gess-Manning Co., Architectural 
Products Division, Dept H, 5970 
Northwest Highway, Chicago 31. 
Ill. 


Packaged hypodermic needles 


(21C-13) 
Manufacturer's description: Needle pack- 


age, consisting of a sheathlike con- 
tainer and heat-sealed cap, and the 
needle are gas-sterilized at the 


factory after the cap is heat-sealed 
into place. Molded lugs on the in- 
side of the container hold the nee- 
dle in securely so that it does not 
touch the side walls. For easy 
identification, the individual con- 
tainers are color-coded to gauge 
and also marked in black with 
length and gauge information. The 
container may be left on until the 
last moment, eliminating the need 
for wiping the needle with alco- 
hol-soaked sponge or cotton to 
protect its sterility. Roehr Products 
Co., Inc., Dept. H, Deland, Fla. 
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and Worthington, Charge control device (21C-14) 


Manufacturer's description: This device 
holds two pads of forms together 
in registration, one of which is 
movable in vertical direction on 
a metal slide. Each department 
has its own recorder and posts the 
patient’s charges on the original 
charge control journal. A carbon 
copy is created simultaneously on 
the pad underneath the journal 
and this charge slip is simply 
pulled out from its perforation and 
forwarded to the accounting office. 
At the close of the day the charge 


control journal sheet serves as a 
control check against possible 
missing charges. The Shelby Sales- 
book Co., Dept. H, Shelby, Ohio. 


fuoduct Iitenature 


SEE COUPON, PAGE 65 


Concrete in hospital construction 
(21CL-1)—A 32-page booklet giv- 
ing typical examples and design 
details of the best application of 
structural and architectural con- 
crete and concrete masonry in hos- 
pitals. Portland Cement Associa- 
tion, Dept. H, 33 W. Grand Ave., 
Chicago 10, Ill. 


Injection system (21CL-2)—This 
26-page booklet tells a picture 
story about two types of injection 
systems and points up the labor- 
saving and time-saving advantages 
of the closed system. Wyeth Labo- 
ratories, Dept. H, 1401 Walnut St., 
Philadelphia 1, Pa. 


Medical inhalation therapy equipment 
(21CL-3)—Bulletin NM114 de- 
scribes typical application of the 
intermittent vacuum regulator, 
Bulletin NM111 describes adult 
and infant aerosol tents, croup 
tents, and adult and infant face 
tents, and Bulletin NM113 shows 
various uses of the “Ventalung”’. 
National Cylinder Gas Division of 
Chemetron Corp., Dept. H, 840 N. 
Michigan Ave., Chicago 11, Ill. 


Aluminum and steel grating 
(21CL-4)—Two bulletins are 
available, one giving engineering 
data and safe load tables for steel 
grating and steel stair treads, and 
the other giving information on 
aluminum grating and stair treads. 
Kerrigan Iron Works, Inc., Dept. 
H, 274 Madison Ave., New York 
16, N.Y. 


Paint for galvanized surfaces 


(21CL-5)—Technical Letter No. 


13 describes a new paint formula- 
tion for the protection of galva- 
nized surfaces regardless of their 
condition. Lead Industries Associ- 
ation, Dept. H, 60 E. 42nd St., New 
York 17, N.Y. 


Grease trap and plumbing treatment 
(21CL-6)—-A four-page brochure 
describes the uses and action of a 
material that digests grease and 
sludge and eliminates odors and 
stoppages in grease traps, kitchen 
drains, septic tanks, plumbing lines 


and cess pools. Reliance Chemicals 


Corp., Dept. H, P.O. Box 19343, 
Houston 24, Tex. 


Ultrasonic cleaners (21CL-7)—De- 
tailed descriptions of a complete 
line of ultrasonic cleaners is de- 
scribed in this four-page catalogue. 
The Narda Ultrasonics Corp., Dept. 
H, 625 Main St., Westbury, L.I., 
N.Y. 


Pneumatic tubes (21CL-8)—A com- 
plete brochure contains photo- 
graphs showing a pneumatic tube 
system in use throughout a hos- 
pital. Installation drawings are 
also used. Lamson Corp., Dept. H, 
Syracuse 1, N.Y. 


Casters, glides, and crutch tips 
(21CL-9)—An eight-page cata- 
logue (Form No. 73058) includes 
a handy selection guide, suggested 
application information, and spe- 
cifications. All products are illus- 
trated and described. Faultless 
Caster Corp., Dept. H, Evansville 
7, Ind. 
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Now available for bulk purchase only 
at bulk savings... / 
LATEX 
INFLATABLE 
BAG 
CATHETERS y 
Top quality... purest latex 
J accurate size symmetrical 
inflation... uniform flow rate 
na made to withstand boiling and auto 
J claving | 
bed Available in gross lots — one size or as 
o sorted sizes — in multiples of one dozen 
These catheters are backed by the high reputation of 
American Cystoscope Makers, Inc. Only the priceis low 
— making disposable use a practical procedure 
FREDERICK J. WALLACE, President 
American (1 Nlakers, J 
ucan Lystoscope Jakes, INC. 
PELHAM MANOR (PELHAM), NEW YORK 


DRIVE 
CONTROLS 


Forward and reverse 
direction lever locoted 
on push handle of cart. 
Push buttons for stond- 


ord and high torque 
drive located at bottom 
side of push handie. 
When button is de- 
pressed cort moves for- 
word or bockword, de- 
ci pending on position of 
direction tever. Cart 
EASY HANDLING stops when bytion is 
released, 
The IDEAL self propelled Mealmobile is | 
so easy to handle chat it requires only 
ome Person to Operate it, thus giving you 
the benefit of a continuous saving. This 
Operational saving should enable you to 
save the additional cost in the first six 
months of operation. 
Pneumatic tires assure good trac- 
up and down ramps. 4 ge 
DRIVE MECHANISM 
Wheel mounted, gear type, high torque BATTERY CHARGER Gz BATTERY HOUSING : 
motor. industrial type design. Direct 
drive from motor to left forward wheel Built in trickle charger auvtomotically charges bot- 6 volt, automotive type bottery with 
of cart. tery whenever cart is plugged in for preheating ot least 24 months operation, en- 
ond prechilling. When bottery is fully charged, closed in stainless steel compartment. 


chorger cuts out of circyit. 


Mealmobile is NOW available with power drive! 


The IDEAL Mealmobile is now available with a new 
propelling accessory to provide ease of movement of the 
cart over long distances or up steep grades. Push button 
controls conveniently located on the push handle of the 
cart provide easy operator control. A forward and reverse 
lever also on the push handle makes it possible for the 


Write 
for FREE 
CATALOG 
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operator to change direction of the cart quickly and 
easily. For extremely steep grades a high torque button, 
also on the push handle, may be used to provide addi- 
tional power and speed. The propelling accessory is 
available for use with all other IDEAL carts. It can be 
installed either at our plant or in the field. 


Made only by the 


SWARTZBAUGH 


MANUFACTURING 
COMPANY 


MURFREESBORO, TENN, 
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hood sewice and dietetics 


SELECTIVE MENUS FOR 4% 
THANKSGIVING DAY @ 


J PROVIDE hospitals with sug- 
gestions for making their 
Thanksgiving Day menus extra 
festive, the editors of MOSPITALS, 
J.A.H.A., are presenting in this 
issue a Thanksgiving Day selective 
menu for each region of the coun- 
try. A separate holiday menu for 
the Midwest, -South-Southwest, 
East and North-Northwest is in- 
cluded below. 

These holiday menus have been 
prepared by the authors of the 


AG 


AHA fall cycle menus, to 
key in with the fall cycle 
menu series, since Thanks- 
giving Day occurs within 
the fall menu cycle (Sept. 
1-Nov. 30). The fall cycle 
menus were published in the 
July 1, July 16, August 1 
and August 16 issues of the 
Journal. 

The Thanksgiving Day 
menus were prepared so that they cycle menus. On Thanksgiving 
could be easily inserted in the fall Day, hospitals are invited to use 


THANKSGIVING DAY SELECTIVE MENU FOR THE MIDWEST, SOUTH-SOUTHWEST, EAST AND NORTH-NORTHWEST 
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North-Northwest 


| South-Southwest 


\East 


breakfast 


Bananas 
or Chilled Orange 
Juice 

Oatmeal with Straw. 
berry Preserves 

or Rice Flakes 

Canadian Bacon 
| or Rolled Omelet 
| Date Muffins 


Orange Juice 
or Grapefruit Juice 
Grits or Puffed 
Wheat Cereal! 
Scrambied Eggs (FS) 
Grilled Sausage 
Pattie (F) 
Biscuits Strawberry 
Preserves 


Orange Juice 
or Grapefruit Half 
with Cherry (F) 
Wheat Farina 
or Cornflakes 
Scrambled 
Breakfast Link 
Sausage 
Blueberry Muffin 
or Toast 


Orange Slices 

or Applesauce 
Farina 

or Ready-to-Eat 

Oats Cereal 

Link Sausage and 

Scrambled Eggs 
Homemade Danish Rolls 
or Toast 


(F}—Full Diet (S)—Soft Diet (FS)—Full and Soft Diet 


Consomme 

Roast Long Island Duckling with Chopped Apple Stuffing, Gibiet Gravy (F) 
er Roast Tom Turkey (S) 

Baked Yams (F) er Snowflake Irish Potatoes 

Broccoli Spears -Mock Hollandaise Sauce (F) 
or Buttered Asparagus Tips (S) 

Chilled Bartlett Pear Halves-_Fresh Cranberry Relish Filling on Endive 
or Celery Hearts and Ripe Olives 

Hot Fan Rolls 

individual re Baked Alaska (S) 
or Pumpkin Tarts with Whipped Cream (F) 


Mulled Apple Cider 

Roast Young Tom Turkey (FS)—Savory Cornbread Dressing 
Giblet Gravy (F) 

Snowflake Potatoes (FS) 

French Style Green Beans (FS) with Slivered Almonds (F) 

Fresh Cranberry-Orange Mold (F) 

Relishes (celery hearts, carrot curls, assorted olives) 

Fan Tan Rolls 

*Pumpkin Tart with Cheese Turkey Design Topping (F) 

or Baked Pear (S) 


| Oyster Bisque with Croutons 


Roast Turkey (FS) with Giblet Gravy and Sage Dressing (F) 
Candied Sweet Potato (FS) 
Mexican Corn (F) er Frenched Spinach (S) 


Celery Hearts, Ripe Olives, Cranberry Jelly 
or Garden Salad with French Dressing 


*Pumpkin Walnut Tart (F) er Baked Pumpkin Custard (S) 


Roast Turkey (FS) with Dressing—Giblet Gravy (F) or Minute Steak (S) 
Mashed Potatoes (FS) 

Creamed Peas (FS) er Green Beans Almondine 

Molded Cranberry Salad with Mayonnaise or *Harvest Fruit Bow! 


Mincemeat Deep Dish Pie (F) 
or Pumpkin Center ice Cream Roll (S) 


*Recipe for this item is included immediately following the menus. 


Midwest Thanksgiving Day menu was prepared by Rita Bedessem, chief dietitian, Mount Sinai Hospital, Milwaukee. 
South-Southwest menu was prepared by Bernice Hopkins, director of dietetics, Vanderbilt University Hospital, Nashville, Tenn. 
East menu was prepared by Janette C. Carlsen, dietitian-in-charge, Johns Hopkins Hospital, Baltimore. 

North-Northwest menu was prepared by Arvilla E. Sutton, chief dietitian, Trinity Hospital, Minot, N. Dak. 


| 


Bread, butter and a choice of beverages are to be included with each meal. 


night 


Chicken-Vegetabie Soup 
Ham and Swiss Cheese Club Sandwich (F) 
er Broiled Chopped Tenderloin Patty on Toast Points (S) 
Baked Potato Puffs (FS) 
Orange Glazed Beets or Buttered Carrot Strips (FS) 
Lemon-Pineapple Moid on Watercress 
er Iceberg Wedge 1000 Island Dressing 
Harvest Fruit Cup (fresh grapefruit sections, arange sections, red apple 
wedges, Emperor grapes, pomegranate seed garnish) (F) 
or Vanilia Ice Cream—-Vanilla Wafers (S) 


Cream of Corn Soup —Croutons 

Cold Plate (turkey sandwiches with lettuce and tomato, potato chips 
spiced peach) er Grilled Minute Steaks (S) 

Duchess Potatoes (S) 

Buttered Green Beans or Buttered Spinach (FS) 

Pineapple Sherbet-—-Sugar Wafers (F) or Baked Custard (S) 


Vegetable Soup 

Creamed Chipped Beef on Toast (FS) er Wiener Schnitzel 

Chantilly Potato 

Baked Acorn Squash (FS) er Brussels Sprouts 

Sliced Tomato Salad (F) or Pear Half with Cottage Cheese on Lettuce 
Mince Pie (F) or Vanilla ice Cream (S) 


Consomme 

Baked Ham (F) or Broiled Veal Cutlet (S) 
Stuffed Baked Potato (FS) 

Buttered Asparagus (FS) or Glazed Carrots 


Pineapple with Cottage Cheese 
or Lettuce Wedge with 1000 Isiand Dressing 


Pumpkin Custard with Whipped Cream er Royal Anne Cherries (S) 
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the menus below in place of the 
menu from the AHA fall cycle 
menu series that they would have 
used on November 27. 

In addition to substitution of 
the day’s menu, dietitians are cau- 
tioned to check the appropriate 


weekly market order for perish- 


ables to delete the items for the 
November 27 scheduled menu and 
substitute the items needed to 
produce these suggested menus. 

The Thanksgiving Day menus in 
most instances feature a choice of 
entree, vegetable, salad and des- 
sert on the noon and night menus. 
Two cereals and two fruits have 
been offered on the breakfast 
menu. 

Since one of the choices offered 
on the Thanksgiving Day menus 
is designed for use on modified 
diets, the menus can be used for 
both normal and modified diets. 

In addition to providing a selec- 
tive menu for Thanksgiving Day, 
the authors have agreed to share 
their recipes for some of the 
Thanksgiving Day menu _ items. 


INDIVIDUAL ORANGE BAKED ALASKA 
(One serving) 
1. Flute orange and 
pulp. 
2. Fill orange cup with orange 
sherbet and place in freezer for 


remove 


PUMPKIN TART 


several hours. 

3. At service time top each cup 
with meringue, using a pastry 
tube. 

_ 4. Brown in hot oven or under 
broiler until golden brown. 


PUMPKIN TARTS 
1. Prepare pumpkin tarts ac- 
cording to your own favorite re- 
cipe. 
2. At service time use cookie 
cutter to form  turkey-shaped 
cheese topping for tarts. 


PUMPKIN WALNUT TART 


(50 servings) 
ll oz. sugar 
1% qt. evaporated milk 
ll oz. eggs 
34 oz. vanilla 


4 

I 

4 

40 oz. pumpkin 

tbsp. cinnamon 
1 tbsp. nutmeg 

8 oz. chopped black walnuts 
50 tart shells 


1. Beat sugar, eggs, milk, pump- 


PUMPKIN WALNUT TART 
kin, spices and vanilla together. 

2. Add two-thirds of chopped 
nuts to tart shells. 

3. Pour custard mixture 
tart shells. 

4. Bake in 375°F. oven for 10 
minutes or until set. 

.. Top tarts with whip cream 
and remainder of chopped nuts. 


into 


HARVEST FRUIT BOWL 
(25 servings) 
25 oranges 
25 modified maraschino cherries 
6 bananas, diced : 
2 No. 2% cans pineapple chunks 
Celery leaves as needed 


1. Scallop top of oranges and 
hollow out. 

2. Dice orange meat and mix 
with pineapple chunks which have 
been drained. Add diced bananas 
and return to orange shells. 

3. Top each orange shell with 
a whole maraschino cherry and 
celery leaves. 


New York Hospital studies 


NUTRITIONAL VALUE OF PATIENT SELECTED 
VERSUS NONSELECTED MENUS 


by LUCILLE WAKEFIELD and MARTHA POTGIETER, Ph.D. 


HE PROS AND CONS of selective menus is a familiar topic of conver- 
j ier tam among dietitians today. Advocates of selective menus are 
praising the patient participation aspect afforded by this system and 
calling attention to the fact that selective menus can be just as economical 
as the nonselective menus used in many hospitals. Champions of the 


Lucille Wakefield is associate professor 
of institutional management at the Uni- 
versity of Vermont, Burlington, and Mar- 
tha Potgeiter, Ph.D., is associate pro- 


fessor of foods and nutrition at the Uni- | 


versity of Connecticut, Storrs. The authors 
wish to express appreciation to Mary L. 
Greenwood, D., associate professor of 
foods and nutrition, University of Con- 
necticut, for assistance with the statistical 
work. This article is based on a master’s 
thesis submitted by Miss Wakefield in par- 
tial fulfillment of the requirements for the 
degree of master of science, Uhiversity of 
Connecticut. 
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selective menu system also pur- 
port that there is less plate waste 
and more economical purchasing. 

One aspect of the selective menu 
versus the nonselective menu sys- 
tem, however, has been treated 
rather lightly in the literature. 
This is the nutritional adequacy of 
the diets the patient selects for 


himself versus the ones the die- 
titian selects for him. In a recent 
study of 124 patients at Auburn 
(N.Y.) Memorial Hospital, it was 
found that patients who selected 
their diets from the regular hos- 
pital menu were receiving slightly 
poorer diets than a similar group 
of patients for whom diets were 
selected by a dietitian from the 
same menus. 

Among the men patients, the 
diets of those who selected their 
menus were significantly lower in 
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iron than the diets selected by the 
dietitian. Among the women pa- 
tients, those who selected their 
own diets had significantly lower 
intakes of protein, calcium, and 
ribofiavin than those for whom the 
dietitian selected the menu. 

For this study the dietary intake 
of 124 ambulatory patients, 40 to 
90 years of age, on the regular 
house diet at Auburn (N.Y.) Me- 
morial Hospital, was measured. 
Food intake for single days, scat- 
tered over a period of two months, 
was recorded for each of the 31 
men and 31 women who had se- 
lected their meals from the regu- 
lar house menu. On the same days 


the same number of patients were 
served meals chosen for them from 
the same menus by a dietitian. The 
day’s food intake of each of these 
patients was also recorded. Care- 
fully planned procedures were fol- 
lowed to assure correct weights 
and records and an unbiased sam- 
pling of data.’ 

Total intake of nutrients, ex- 
cepting calories, was calculated 
for each patient for the single day, 
using the food composition data 
in Agriculture Handbook No. 8.° 
The diets were evaluated as to 
adequacy by comparison with the 
recommended dietary allowances 
of nutrients of the National Re- 


Average Daily Intake of Nutrients by Male and Female Patients on Self- 
selected and Nonself-selected Diets at Auburn (N.Y.) Memorial Hospital 
and the Recommended Daily Dietary Allowances 


AVERAGE 
LEVEL RECOMMENDED 
OF DALY 
NUTRIENTS SUBJECTS TYPE OF DIET INTAKE ALLOWANCES* 
Protein—gm. Male Self-selected 72.6 65 
Nonself-selected 69.8 
Female Self-selected 64.0 55 
Nonself-selected 74.1 
Calcium—gm. Male Self-selected 0.727 0.8 
Nonself-selected 0.788 
Female Self-selected 0.708 0.8 
Nonself-selected 0.862 
lron—mg. Male Self-selected 13.14 12 
Nonself-selected 16.31 
Female Self-selected 13.45 12 
Nonself-selected 15.31 
Vitamin A—1.U. Male Self-selected 5790 5000 
Nonself-selected 6920 
Female Self-selected 5920 5000 
Nonself-selected 6820 
Thiamine—mg. Male Self-selected 1.129 a 
Nonself-selected 1.219 
Female Self-selected 1.042 1.1 
Nonself-selected 1.180 
Riboflavin—mg. Male Self-selected 1.587 1.6 
Nonself-selected 1.597 
Female Self-selected 1.479 1.4 
Nonself-selected 1.801 
Niacin—mg. Male Self-selected 11.77 15 
Nonself-selected 12.39 
Female Self-selected 10.61 1] 
Nonself-selected 12.42 
Ascorbic Acid—mg. Male Self-selected 91.0 75 
Nonself-selected 81.3 
Female Self-selected 93.5 70 
Nonself-selected 76.1 


*Food and Nutrition Board. Recommended Dietary Allowances—Revised. 1953. National Academy of Sciences- 


Notional Research Council Pub. 302, 1953. 
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search Council Food and Nutrition 
Board for 45-year-old men and 
women.* 

In general, the diets of the 124 
patients were adequate, or very 
nearly so, in all nutrients, whether 
self-selected or not self-selected. 
However, there were a few excep- 
tions. The intake of calcium by 
both the men and the women, on 
the average, was slightly below 
the recommended allowance of .8 
gm. per day. The average intakes 
of thiamine and niacin by the men 
were below the recommended in- 
takes. The nutrient most gener- 
ously provided in all the diets was 
ascorbic acid. In each of the four 
groups of patients, for each nutri- 
ent, there were some individuals 
with a very low intake. 

Male and the female patients 
eating the self-selected menus had 
a slightly lower intake of nutri- 
ents, in general, than those on the 
nonself-selected menus (see chart 
at left). One notable exception 
was the intake of ascorbic acid, 
which was slightly higher in the 
self-selected diets. The diets of 
both groups of patients were ade- 
quate, on the average, in this nu- 
trient. 

The only significant difference 
in intake, between the two groups 
of male subjects, was in the case 
of iron. The iron content of the 
self-selected diets was significantly 
lower than that of the nonself-se- 
lected diets. In other nutrients the 
diets of the two groups of men 
were similar. In all nutrients ex- 
cept protein (for the men) and 
ascorbic acid (for both the men 
and the women), the self-selected 
diets showed slightly lower values. 

Women on self-selected menus 
had a significantly lower intake of 
protein, calcium, and_ riboflavin 
than those on the nonself-selected 
menus (See chart at left). The 
level of intake of other nutrients 
by the two groups of women was 
similar. In all nutrients, except as- 
corbic acid, the sélf-selecting group 
had a lower intake. 


APPLICATION OF FINDINGS 


The patients who selected their 
menus had, in general, lower in- 
takes of nutrients than did those 
whose menus were selected for 
them. These findings reflect a need 
for more nutrition education for 
patients and their families. While 
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it is recognized that prescribed 
vitamin and mineral supplements 
may compensate for a suboptimal 
level in the daily diet while pa- 
tients are in the hospital, this sup- 
plementation will not be continued 
indefinitely. Nutrition education 
received in the hospital must be so 
effective that patients will know 
what to eat and will want to eat 
what is best for their health. 

As a result of these findings, the 
regular hospital diet at Auburn 
Memorial Hospital has been en- 
riched in vitamins of the B com- 
plex and in calcium, by the addi- 


tion of wheat germ to meat loaf, 
gravy, and muffins and by the ad- 
dition of powdered skim milk to 
mashed potatoes, cream soups, and 
white sauce. 
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NOTES AND COMMENT 


Need seen for dietetic frozen vegetables 


On pages 64 and 65 of the August 16 issue of this Journal, it was an- 
nounced that single portion packs of frozen vegetables have been intro- 
duced to the institutional market. Five varieties available for distribution 
are green peas, cut corn, baby lima beans, cut green beans and mixed 
vegetables. Each packet holds 2% ounces of the vegetable. 


Since the announcement, Rich- 


ard M. Cooley, president of East 


Coast Marketers, Inc., Salisbury, 
Md. (one of the three companies 
responsible for the development 


of the packet process), reports 
that the company has received 
many requests asking if these veg- 
etables could be packed without 


butter and seasoning, for service 
to patients on modified diets. 

Mr. Cooley reports it is possible 
to pack the vegetables without 
butter and seasoning but it re- 
quires special handling throughout 
the entire production process. He 
said the minimum quantity that 
would be practical to produce 
would be 500 cases of each vege- 
table. Each case contains one gross 
of single portion bags. 

Hospitals wishing to express 
their views on the pros and cons 
of special dietetic packs of vege- 
tables may address their remarks 
to the East Coast Marketers, Inc., 
P.O. Box 138, Salisbury, Md. s 


Lazy Dazy cake featured 


on East winter menus 


Lazy Dazy cake is one of the 
most popular dessert items with 
patients at Newton-Wellesley Hos- 
pital, reports Marie L. Casteen, 
director of dietetics at the Newton 
Lower Falls, Mass., hospital. 

Through the courtesy of Miss 
Casteen, the recipe for this menu 
item is included here as well as 
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LAZY DAZY CAKE 


featured on the first week’s menus, 
page 77. 


LAZY DAZY CAKE 
(96 servings) 
1 lb. margarine 
2 lbs. granulated sugar 
1% pt. (13-14) eggs, fresh or 
frozen 


2% tbsp. vanilla 


Ibs. cake flour 
l oz. baking powder 
1 tsp. salt 
1's pt. milk, approximately 


1. Cream margarine and sugar 
together. Add beaten eggs, con- 
tinue creaming until mixture is 
light and fluffy. Add vanilla. 

2. Weigh and sift together the 


cake flour, baking powder and salt. 
Add slowly to egg mixture, alter- 
nating with milk. 

3. Pour batter into greased bak- 
ing pan (18” by 28”). Bake in 
360°F. oven for 25 to 30 minutes. 

4. Remove pan from oven and let 
stand for a few minutes before 
spreading on frosting (below). 


FROSTING 
(One 12” by 28” sheet cake) 
12 oz. margarine or butter 
12 oz. brown sugar, No. 10 
1 «. 18 per cent coffee cream 


10 oz. shredded coconut 


1. Cream softened margarine or 
butter until light. 

2. Add sifted brown sugar 
slowly, then the coffee cream and 
shredded coconut. 

3. Spread frosting over top of 
baked sheet cake and bake until 
frosting is lightly browned. 8 


Winter Cycle Menu 


for the East 


ce 21-pay selective winter cy- 
cle menu and market orders 
for perishables are designed for 
hospitals in the East. These menus, 
which are to be used during De- 
cember, January and February 
feature foods popular in the east- 
ern section of the United States. 

The menus in this issue are the 
third in a four-part series of fall 
cycle menus published in this 
Journal. Winter cycle menus for 
the Midwest and South-Southwest 
were included in the October 1 and 
16 issues of HOSPITALS, JOURNAL 
OF THE AMERICAN HOSPITAL ASSO- 
CIATION. Winter menus for the 
North-Northwest will be published 
in the November 16 issue. 

In planning the menus, careful 
consideration has been given to 
keeping the menu and food pro- 
duction operation simple for the 
smaller hospital. A moderate to 
low cost food budget was used. 

This cycle menu features a 
choice of entree, vegetable, salad 
and dessert on the noon and night 
menus. Two cereals and two fruits 
are offered on the breakfast menu. 

Since one of the choices offered 
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is designed for use on modified 
diets, these menus can be used 
for both normal and modified diets. 
The letter (F) following certain 
items on the menu indicates that 
this item is to be served on the 
full or normal diets, while those 
labeled (S) are for the soft and 


The fall cycle menus, for use dur- 
ing November, were published in the 
July and August issues of this Jour- 
nal. The Midwest and South-South- 
west cycle menus were included in the 
July 1 and 16 issues, respectively. The 
August | and 16 issues featured fall 
menus for the East and North-North- 
west, respectively. 


other modified diets. Where the 
letters (FS) appear, the menu item 
is for the full and soft diets. 

In adapting items marked (S) 
for use on modified diets, it should 
be noted that certain items will 
need sodium or fat restriction dur- 
ing preparation, if they are to be 
served on sodium restrictive or fat 
restrictive diets. When fruits are 
included on the dessert menu, the 
dietitian will omit sugar in prepa- 
ration or substitute the water- 


packed variety for the diabetics. 

The market order for perish- 
ables, which accompanies each 
week’s menu, lists the meats, sea- 
food, poultry, and fresh and frozen 
fruits and vegetables that a 50-bed 
hospital will need to produce the 
menu. The amounts are computed 
on the basis of serving 100 pa- 
tient and personnel meals. at 
breakfast, 125 at noon and 100 at 
night. By using a multiple of 50, 
larger hospitals can easily arrive 
at their market orders. 

The market order includes all 
portion-ready meats, oven-ready 
roasts, portion-ready seafood, evis- 
cerated poultry and other pre- 
prepared items. 

An added feature of this menu 
service is the standard storeroom 
inventory, a list of supplies that 
a 50-bed hospital should have in 
the storeroom at the beginning of 
each 2l-day cycle. The items in- 
cluded are cereals and farinaceous 
products, canned ffish, canned 
fruits and fruit juices, dried fruits 
and vegetables, jellies, cake and 
pudding mixes, pickles, canned 
soups and canned vegetables. 
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Ist WEEK EAST SELECTIVE WINTER CYCLE MENU 
(MENUS TO BE USED DURING DECEMBER, JANUARY AND FEBRUARY) 


—prepared by Marie L. Casteen, director of dietetics, 
Newton-Wellesiey Hospital, Newton Lower Falls, Mass. 


night 


Orange Juice 

or Stewed Prunes 
Wheat Farina 

or Corn Flakes 
Soft Cooked E 
Cranberry Muffin 


Orange Juice 


Rolled Oats Cerea! 
or Ready -to-Eat 


Whole Wheat Muffin 


Orange Juice 

er Apricot Nectar 
Farina 

or Ready -to-Eat 


Scrambied E 
Rye Meal Muffin 


Orange Juice 
or Grapefruit Half 
Wholewheat Cerea! 


Raisin Bran Muffin 


Orange Juice 
or Sliced Bananas 
Rolled Wheat Cerea! 
or Ready -to-Eat 


Cereal 
Griddle Cakes, Maple 


Syrup 
Cinnamon Rolls 


Orange Juice 
or Pineapple and 
Orange Juice 


or Grapefruit Juice 


Wheat Flake Cerea! | 
Dropped Egg on Toast 


Malt Flake Cerea/ 


or Puffed Rice Cereal! 
Dropped Egg on Toast 


breakfast noon 
Orange Juice Vegetable Soup 
or Apple Juice Grilled Sirloin Steak Patt ~f Pickle Relish (F) 
Farina or Egg and Olive Sal 
or Puffed Wheat Baked Potato (FS) 
Cereal _ Buttered Beets (FS) er Creamed Shredded Cabbage 
Scrambled Egg Bacon | Sliced Tomatoes on Lettuce or Jellied Lime and On. Salad 
| Graham Muffin Butterscotch Brownies (F) or Royal Anne Cherries (S 


| 


Chicken Broth 
Broiled Chicken (S) er Seafood Newburg on Holland Rusk (F) 
Franconia Potatoes (FS) 
Buttered Wax Beans (FS) or Celery a la King 
Tossed Green Salad 

or Pear with Crushed Pineapple and Green Pepper Chips 
Chocolate Cream Pie (F) er Applesauce (S) 


Beef Barley Sou 

Eggs a la Goldenrod on Toast er Roast Beef, Pan Gravy (FS) 
French Fried Potatoes (F) 
Stewed Tomatoes er Buttered nach (FS) 
Romaine with Orange and crapet 


| Lazy Dazy Cake (F) or Fruit (S) 


Minestrone Soup 
Asparagus on Toast with Bacon er Oven Browned Chicken Leg (FS) 
Buttered Potatoes (FS) 

Peas (FS) or White Turnips, Supreme 

Chef's Salad with Shredded Cheddar Cheese or Winter Fruits Salad 
Gingerbread, Whipped Cream (F) er Sliced Bananas (S) 


Omelet, Sauce Mornay (FS) or Fresh Fruit Salad, Cottage Cheese, 
Pecan Bread and Butter Sandwiches 

Whipped Potato (FS) 

Buttered Carrots (FS) er Cauliflower, Browned Buttered Crumbs 

Jetlied Cider Fruit Salad er Raw V able Salad 

Cherry Pie (F) or Cabinet Pudding (S) 


Cream of Mushroom Sou 


Beef Barley Soup 

Toasted Cheese and Luncheon Loaf Sandwiches (F) 
or Roast Leg of Lamb (S) 

Creamed Potatoes (FS) 

Buttered Spinach (FS) or Braised Parsnips 

Pear Half with Sliced Olives on Lettuce 

er Chopped Escarole and Chicory, French Dressi 

| Caravan Cake (F) or Elberta Dessert Cut Peaches (S 


Vegetable Soup 
| Hot Beef Soatete. Gravy (FS) 
| or Fried Corn Meal Mush with Hot Spiced Apple Butter 


Farina er Corn Flakes Baked Potato (FS) 
| Soft Cooked Egg _ Buttered Julienne Green Peas (FS) or Savory Pear! Onions 
| Raisin Toast - Combination Salad with Sliced Tomatoes 
er Avocado and Grapefruit Salad 
| _ Toll House Cookies (FS) or Orange Sections 

(F}-—Full Diet (S}-—Soft Diet (FS}—Full and Soft Diet 


| Item, Specifications, Amounts & No. of Servings | item, Specifications, Amounts & No. of Servings | 


ruit Sections er Carrot and Raisin Slaw 


Bouillon with Crackers 
Baked Ham with Raisin Sauce (F) or Broiled Scrod Fillet (S) 
Browned Sweet Potato Slices (FS) 
Asparagus, Drawn Butter Sauce (FS) or Buttered Carrots 
Orange and Grapefruit Section Salad 
er Lettuce Hearts, Roquefort Cheese Dressing 
Apricot Pan Dowdy with Foamy Sauce (F) er Vanilla ice Cream (S) 


Half Grapefruit 

Roast Leg of Lamb (FS) or Grilled Tomato on Toast, Cheese Sauce 
Parslied Potato (FS) 

Buttered Peas (FS) er Whole Kernel Corn in Cream 

Peach and Cottage Cheese Salad or Sliced Beet and Egg Salad 
Floating Island ( S) or Strawberry ice Cream 


Grape juice 
Roast Turkey (FS)}—Dressing and Giblet Gravy (F) 

er Scalloped Tuna, Noodles and Mushrooms 
Whipped Potato (FS) 
Buttered Green Beans or Baked Butternut Squash (FS) 
Macedoine of Vegetable Salad or Waldorf Salad 
Tapioca Cream Pudding (FS) or Nectarines in Syrup 


Tomato Juice 
Broiled Pork Chop, Apple Sauce (F) er Meat Loaf (S) 
Hashed Browned Potatoes (F) or Baked Potato (S) 
Buttered Beets (FS) or Broccoli, Mock Hollandaise Sauce 
Tossed Green Salad, 1000 isiand Dressing 

or Cottage Cheese and Chive Salad 
Boston Cream Puff (FS) er Raspberry Sherbet 


Fruit Punch with Sherbet 
Broiled Haddock, Lemon Butter (FS) 
or Baked Candied Sweet Potato and Apple, Bacon Curls 
Baked Potato (FS) 
Mashed Hubbard Squash (FS) er Fried Eggpiant 
Salad Greens, Cucumber and Radish Slices 
or Sliced Orange and Watercress Salad 
Baked indian Pudding (F) er Baked Pear (S) 


Pineapple Juice 

Beef and Vegetable Pie @ ¥ Roast Leg of Veal, Brown Gravy (S) 
Paprika Buttered Potato ( 

Green Pepper Siaw or Tropical Fruit Salad. Shredded Coconut 
Applesauce er Country Club Ice Cream (FS) 


Prune Juice with Lemon 

Chicken Fricassee (FS) - Grilled Sliced Ham, Cranberry Relish 
Buttered Brown Rice (FS 

Green Beans and Sauteéd Mushrooms (FS) er Buttered Beets 
Jetlied Perfection Salad or Celery Hearts, Stuffed Olives 
Strawberry Sundae (F) er Cup Custard (S) 


Bread, butter and a choice of beverages are to be included with each mec. 


item, Specifications, Amounts & No. of Servings 


BEEF FRESH FRUITS Potatoes, Sweet Hamper 50 ibs. 
Ground Beef U.S. Good, 5 ib. pkg. 5 Ids. Apples Cortiand, 125s 1 box Potatoes, White Bag No. | 40 Ibs. 
© | Roast, Sirloin (B.R.T) U. S. Choice 60 Ibs. Avocado Ripe % doz. Radishes Bunch 1 doz. 
“ | Sirloin, Chopped U. S. Choice 20 ibs. 80 | Bananas Ripe 30 Ibs. Squash, Butternut 20 ibs. 
S Stew U. S. Good 15 ibs. 60 | Grapefruit Seediess, 70s 1 box Squash, Hubbard 25 Ibs. 
—_ Lemons 1 doz. Tomatoes Repacked (5 x 6) 1 lug (30 Ibs.) 
LAMB ote Oranges 176s 1 box Turnips, White Topped 5 bunches 
Leg (B.R.T. U. S. Choice, yearling ' 
eg ( ) Pears Box, 120s 20 ibs 
PORK | Apricots Halves, 8 Ib. can, 
Bacon (Sliced) 24-26-1 Ib. 12 Ibs. FRESH VEGETABLES | 5-1 sugar 16 Ibs. 
Chops, Loin Grade A, 4oz. each 15 ibs. 60 | Beets Topped, bushel 50 Ibs. _ Cherries Sugar, pitted, 8 Ib. can 24 Ibs. 
. rs Cabbage Bag 60 Ibs. Orange and Fresh, chilled, 
3 Ham (Pullman) Ready -to-eat 30 Ibs. Grapeirult Sections gal. 
VEAL Celery Pascal, 30s 6 stalks a as a 32 oz. can 12 cans 
rawberries iced, 8 Ib. can 
RT. U. S. Good 7 tbs. 21 | Celery Waite, 6 ty 
Chicory Heads 1 doz. suger 8 Ibs. 
Fillets, shialess, plan only Asparagus Spears, 2% ib. pkg. 20 ibs. 120 
4 oz. each 15 ibs. 60 | Escarole Heads 2 heads Beans, Green Cuts, 2% Ib. pkg. 12% ibs. 75 
Scrod Fillet, 4 oz. each S ibs. 20 | Lettuce Head, 48s 2 crates Beans, Green Julienne, 2% Ib. pkg. 15 lbs. 90 
Onions, Dry Yellow, bag 50 Ibs. Beans, Wax Cuts, 2% Ib. pkg. 15 ibs. 90 
Fowl (Eviscerated) Grade A, 5 Ib. av. 45 Ibs. Onions, White Boilers 3 Ibs. 2% Ib. pkg. 2% ibs. 15 
S Legs, Chicken Grade A, 5 oz. each 30 Ibs. 90 | Parsley Bunch 1 doz. Cauliflower Buds, 2% Ib. pkg. 2% ibs. 15 
= | Turkeys (Eviscerated) Grade A, 20-24 Ib. av. 45 Ibs. Parsnips 5 Ibs. Peas 2% Ib. pkg. 25 Ibs. 150 
Fryers (Eviscerated) Grade A, 2% Ib. av. 12 Ibs. Peppers, Green 1% doz. Spinach Chopped, 2% Ib. pkg. 30 ibs. 180 
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—prepared by Marie L. Casteen, director of dietetics, 
Newton-Wellesiey Hospital, Newton Lower Falis, Mass. 


2nd WEEK EAST SELECTIVE WINTER CYCLE MENU 
(MENUS TO BE USED DURING DECEMBER, JANUARY AND FEBRUARY) 


tuesday | | | ‘monday | 


| 


| 
breakfast noon | night 
Orange Juice | Beef Broth Consomme 
or Apple Juice Cheese Souffle or Sliced Turkey, Giblet Gravy (FS) Italian Spaghetti, a Sauce (F) er Broiled Sirloin Steak (S) 
) 


Poached Egg on Toast 
Twin Mountain Muffin 


Orange Juice 


or Tomato Juice 
Rolled Oats Cereal 
or Puffed Wheat 


Orange Juice 


or Tossed Crisp Greens, French a. 
Fudge Cake, Boiled Frosting (FS) or Pear Halves in Syrup 


Chicken- Rice Soup 

Grilled Ground Beef Awd (FS) or Baked Ham Roll with Dressing 
Au Gratin Potatoes (FS) 

Buttered Asparagus (FS) or Cauliflower Polonaise 


“Cream of Mushroom Soup 


Parslied Potatoes 


) Wheat Farina Whipped Potato (FS) 
) or Ready-to-Ea Spinach and Chopped Egg (FS) or Buttered Rutabaga Mashed Hubbard Squash (FS) or Buttered Mixed Vegetables 
Rice Cereal Apricot and Pineapple Wedges on Lettuce Mexican Relish Salad or Banana, Peach and Ripe Olive Salad 


Fruited Gelatin, Custard Sauce (FS) or Maple Walnut ice Cream 


Blended Ve etable Juice 


Casserole of Creamed Shrimps, Eggs and Peas (F) 
or Broiled Loin Lamb Chop (S) 

Baked Potatoes (FS) 

Buttered Julienne Carrots (FS) er Brussels Sprouts 


Cereal Stuffed Prune Salad or Lettuce Hearts, Russian Dressing 
_ Scrambied E Apple Pie (F) or Sliced Frozen Peaches (S) Jellied Sunset Salad or Cheese Balls in Mixed Salad Greens 
| Graham Mu Vanilla Blancmange with Jelly (FS) er Fresh Fruit Cup 


3 Cranberry Juice with Sherbet 


Roast Rib of Beef, Pan Gravy (FS) or Baked Stuffed Pork Chops 


Fluffy Omelet (FS) or Sautéd Chicken Livers 
Franconia Potatoes (FS) 


Buttered Potatoes (FS) 


or Blended Juice 
Whole Wheat Cerea! 


or Bran Flake Cereal 


Soft Cooked Eggs 
acon 
Oatmea! Muffin 


Orange Juice 


or Grapefruit Half 
Wholewheat Cerea! 


or Ready-to-Eat 
Cereal 


Poached Egg on Toast 


Bill's Coffeecake 


Harvard Beets (FS) or Succotash 
Fresh Fruit Salad or Celery Seed ys Slaw 
Napoleon Slice (F) or Peeled Apricot Halves (S) 


Vegetable Soup 

Manhattan Meat Roll, Gravy (F 
er London Broil! with Crisp 

French Fried Potatoes (F) 

Buttered Green Beans or Baked Butternut Squash (FS) 

Watercress and Lettuce or Orange-Date Salad 

Coconut Layer Cake (F) or Bing Cherries (S) 


n (S) Grilled Tomato Halves 


Buttered Green Peas (FS) or Fried Eggplant 
Chef's Salad er Cinnamon Appie Rings on Pineapple 
Snow Pudding, Custard Sauce (FS) or Frozen Fresh Raspberries 


Beef-Barley Soup 


Braised Veal (F) or Sliced Turkey, Cranberry Sauce (S) 

Paprika Potatoes (FS) 

Chopped Spinach (FS) or Creamed Celery and Mushrooms 

Chinese Cabbage, Green Pepper Ring, Cottage Cheese and Mayonnaise 
or Cranberry Jewel Salad 

Frozen Fresh Peaches, Whipped Cream er Harlequin ice Cream (FS) 


Grapefruit Half 

Broiled Biue Fish, Lemon Wedge (FS) er Baked Ham 
Mashed Potato (FS) 

Buttered Asparagus Spears (FS) er Creamed Onions ' 
Jetlied Orange and Pear Salad or New Engiand Salad 
Cottage*Pudding, Fruit Sauce (F) er Country Club ice Cream (S) 


Fish Chowder 

Baked Macaroni and Cheese (FS) or Grilled Lamb Patty 

Browned Sweet Potato (F) 

Stewed Tomatoes (F) or Buttered Kale, Crisp Chopped Bacon (S) 
Celery Sticks and Queen Olives or Combination Mixed Green Salad 
Cranberry Chiffon Pie (F) or Fruit Compote (S) 


Orange Juice 
or Prune Juice 
Rolled Wheat Cereal 
or Corn Flakes 
Scrambled Egg —Bacon 
Grapenuts Mu 


friday | thursday | wednesday 


Blended Vegetable Juice 
Sweetbreads a la King on Toast Points 
or Roast Beef au Jus (FS) 
Baked Potato (FS) 
Buttered Peas (FS) or Cauliflower 
Lettuce Wedge, French Dressing 
or Tangerine and Grapefruit with Salad Greens 
Norwegian Prune Pudding, Whipped Cream (F) or Coffee ice Cream (S) 


Minestrone Soup 
Swiss Steak, Country Style (F) or Egg Halves with Parsley Sauce (S) 
Buttered Potatoes (FS 

Cut Wax Beans (FS) or Sliced Beets 

Chef's Salad or California Waldorf Salad 

Angel Food Cake (FS) or Boysenberries 


Orange Juice 

or Applesauce 
Farina 

or Ready-to-Eate 

Rice Cereal 

Griddie Cakes, 

Maple Syrup 
Raisin Bread Toast 


Fruit Punch with Sherbet 
Roast Leg of Lamb, Mint Jelly (FS) or Chicken Turnover, Cream Gravy 
Oven Browned Potato (FS) 
Buttered Carrots (FS) er Broccoli, Lemon Butter 
Sliced Tomatoes on Lettuce 
or Fruit Salad, Garnished with Jellied Lime Cubes 
italian Biue Plums in Syrup er Sponge Cake Square (FS) 


Corn Chowder 
Baked Corned Beef Hash, Chili Sauce (F) er Broiled Liver and Bacon (S) 
Whipped Potato (FS) 
Braised Squash Cubes (FS) or Mixed Vegetables 
Tossed Salad Greens, Cucumbers, Radishes and Green Pepper Chips 
or Sliced Pineapple and Cheese Salad 
Oatmeal Cookies (F) or Peach Half (S) 


Orange Juice 
or Sliced Bananas 
Wheat Farina 
or Ready-to-Eat | 
Malt Flake Cereal 
Soft Cooked Egg | 
Sweet Rolls 


| 
| 


sunday | saturday 
PLEASE CUT ALONG THIS LINE 


(F}—Full Diet (S)}—Soft Diet (FS)—Full and Soft Diet Bread, butter and a choice of beverages ore to be included with each meol. 


item, Specifications, Amounts & No. of Servings item, Specifications, Amourts & Ne. of Servings 


Item, Specifications, Amounts & No. of Servings | 
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a | BEEF | Turkeys (Eviscerated) Grade A, 20-24 Ib. av. 75 Ibs. Rutabagas 5 Ibs. 
3 | Brisket, Corned U. S. Good 20 Ibs. 100 | Livers, Chicken 1 Ib. pkg. Bibs. | Squash, Acorn 25 Ibs. 
Ground Beef U. S. Good, 5 Ib. pkg. 35 Ibs. | | Squash, Butternut 25 ibs. 
© | Liver Steer, Sliced 5 ibs. 20 | eetes eh 113s 1 be | Squash, Hubbard 25 ibs. | 
“ | Roast, Sirloin (B.R.T.) U. S. Choice 40 Ibs. 120 | eee Ri ' 0 “a | Tomatoes Repacked (5x6) 1 lug (30 Ibs.) re ’ 
Round (Bottom) U. S. Standard 35 Ibs. | Watercress Bunch 1 doz. 
Cranberries 25 Ib. box 1 box | 
=a | steaks, Sirloin Butt Choice, 
| 5 oz. each 7 ibs. 20 | Grapefruit Seediess, 70s 1 box | 
| Steak, Swiss U.S. Good, 4 oz. each 25 Ibs. 100 | Lemons | 
5 Ibs. | Oranges 176s 1 box Apples 8 ib. can, 5-l sugar 24 Ibs. 
| Tangerines Crate, 144 5 Ibs. Boysenberries 8 ib. can, 5-1 sugar 8 ibs. 
2 LAMB | Orange Juice Con., 32 oz. can 12 cans 
S | chops, Loin U. S. Choice, 6 oz. ea. 15 Ibs. FRESH VEGETABLES Peaches Sliced, 8 Ib. can, 
Ground, Shoulder S. Good 10 ibs. 40 | Beets Topped 30 tbs, 
s Leg (B.R.T.) U. S. Choice, yearling 20 ibs. 60 | Cabbage Bag 20 ibs. _ Raspberries, Red 8 ib. can, 5-1 sugar 8 Ibs. 
Cabbage, Chinese Bag 10. tbs. 
PORK Carrots Topped, bag 50 Ibs. FROZEN VEGETABLES 
Bacon (Sliced) 24-26-1 Ib. 6 Ibs. Celery White, relish G stalks | Asparagus Spears, 2% Ib. pkg. 25 Ibs. 150 
% | Chops, Loin Grade A, 4 oz. each Sibs. 20 Celery Pascal, 30s 3 stalks Beans, Green Cuts, 2% Ib. pkg. 2% Ibs. 15 
Ham (Pullman) Ready -to-eat 25 Ibs. Cucumbers ' 1 doz. Beans. Wax Cuts, 2% Ib. pkg. 15 ibs. 90 
uce crates Ib. pkg. ibs. 
Shoulder (Boneless) U. S. Good 20 Ibs. as | Onions, Dry Yellow, bag 50 Ibs. | Brussels Sprouts 2% Ib. pkg. 2% ibs. 15 
FISH t) Onions, Green Bunch 1 doz. | Cauliflower Buds, 2% Ib. pkg. 5 ibs. 30 
| Blue Fish Rite 6 cid 15 Ibs. 60 | Onions, White Boilers 3 Ibs. | Kale 2% Ib. pkg. 2% ibs. 15 
| Shrimp tome | Bunch doz. | Peas 2% Ib. pkg. 20 Ibs. 120 
~ : | Potat Sweet H 50 Ib | Spinach Ch 
_ Potatoes, Sw amper s pinac opped, 24% Ib. pkg. 25 ibs. 150 
POULTRY | Potatoes, White Bag No. | 400 Ibs. | Succotash 2% Ib. pkg. 2% Ibs. 15 
| Fowl (Eviscerated) Grade A, 5 Ib. av. 20 Ibs. | Radishes Bunch 1 doz. | Vegetables, Mixed 2% Ib. pkg. Sibs. 30 


= 
| 
| 
= 


8 ip 100 tempting kinds of Heinz Baby Foods add 
variety to special-diet menus. Economical and 
easy to serve, too. You reduce costs because there’s 
no special cooking or processing. Just heat and 
serve. Each jar holds one portion. There’s no waste. 


@ Laboratory tests prove Heinz Baby Foods contain 
less crude fiber than other strained foods. Thus, 
they’re better suited for special diets. So order 
Heinz Baby Foods next time your salesman calls. 


Over 100 Better-Tasting 
Strained and Junior 


HEINZ 
Baby Foods 7 


. .. Including meats, cereals and juices 
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Heinz Baby Foods for soft or bland diets 
so simple to serve . . . over 100 varieties! 


@ As a special service to your patients, we'll send you 
free take-home copies of Heinz “Recipe Treasures’”’ 
for soft and bland-type diets. Lots of exciting menu 
ideas for special-diet soups, beverages, main dishes, 
vegetables, salads, dressings, sauces and desserts. 


@ These welcome menu ideas are all so good ... 
so easy to make with Heinz Baby Foods .. . and 
will assure diet uniformity at home for discharged 
patients. Mail coupon today! 


H. J. Heinz Co., P. O. Box 57, Pittsburgh 30, Pa. 


Please send me__ free copies of “Recipe 
Treasures” (for soft and bland-type diets). 


Name. 


/ 
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; K Note exclusive new screw caps ready now on several Heinz favorites 
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3rd WEEK EAST SELECTIVE WINTER CYCLE MENU 


(MENUS TO BE USED DURING DECEMBER, JANUARY AND FEBRUARY) 


—prepared by Marie L. Casteen, director of dietetics, 
Newton-Wellesiey Hospital, Newton Lower Falls, Mass. 


breakfast 


night 


Scotch Broth 
Oriental E 
Buttered 


Orange Juice 
or Grapefruit Half 
Rolled Oats Cereal 
or Ready-to-Eat 
Wheat Flake Cereal 
Scrambled Egg—Bacon 
Corn Muffin 


Cranberry an 
Old Fashioned Rice 


gs + Mushrooms (F) or Meat Loaf, Brown Gravy (S) 


Green aaa -— Spears (FS) or Lima Bean Succotash 
ay e Relish Salad or Escarole with Russian Dressing 
dding (FS) or Fresh Fruit Citrus Sections 


Minestrone Soup 
French Toast, Maple S 
Baked Sweet Potato (FS 


Orange Juice 
or Blended Juice 
Wholewheat Cereal 
or Ready-to-Eat 


yg (F) or Sliced Lamb, Hot Mint Sauce (S) 
Buttered Green Beans es) or Julienne Celery with Tomatoes 


or Puffed Rice Cereal Parslied Potatoes (FS) 
Dropped Egg on Toast 
Raisin Whole Wheat 


uffin 


=— tuesday | monday 


Oats Cerea/ | Harlequin Cabbage Slaw 
| Soft Cooked E ) or Orange, Apple and Watercress Salad, Celery Seed Dressing 
| Blueberry Muffin _ Deep Dish Raspberry Pie (F) or Assorted ice Cream (S) 
| Orange Juice _ Temple Orange 
or Stewed Prunes ked Cheese Strata, Sautéd Julienne Ham (F) 
Farina ) or Sliced Turkey, Cranberry Jelly (S) 


| Buttered Spinach (FS) or Creamed Parsnips 
Crisp Green Salad or Fresh Fruits Tossed in Salad Greens, Dressing 
Sugar Cookies and Applesauce (FS) er Baked Chocolate Pudding 


3) 


Orange Juice Beef Barley 
or Pineapple Juice 
Rolied Wheat Cereal 
or Ready-to-Eat 
Wheat Flake 
Cerea! 
Soft Cooked Egg 
Date Muffin 


Franconia Potatoes 


Broiled ey = aoe (FS) or Cold Cuts, Potato Salad 


Buttered Peas (FS) or Corn Pudding 
Cardinal Salad or Orange, Banana and Date Salad 
Blueberry Cupcake (F) or Peeled Apricot Halves in Syrup (S) 


Orange Juice 
or Grape Juice 


; New Englander Clam Chowder 


Pumpkin Pie (F) or Vanilla ice 


Salmon Salad Roll, Lettuce Garnish Sweet Mixed Pickle (F) 


Farina or Sliced Roast Veal (S) 
or Ready-to-Eat Paprika Potatoes (FS) 
ereal Buttered Green Beans (FS) or Hot Cream Slaw 
Poached Egg on Toast Peach Cup Salad with Watercress and Fruit 
Rye Mea! Muffin or Lettuce, Roquefort Cheese Dressin 


Cream (S) 


Orange juice 

or Apple Juice 
Wheat Farina 

or Corn Flakes 
Griddle Cakes, Maple 

Syrup— Bacon 
Cinnamon Roll 


Fruit Cup with Sherbet 


Whipped Potatoes (FS 


saturday friday | thursday 


American Chop tts) (F) or Broiled Sirloin Steak (S) 


Green Asparagus FS), or Buttered Onion Rings 
Tossed Green Salad, French Dressing 

or Pear Half with Diced Fruit and Grated Cheddar Cheese 
Brownies (F) or Nectarines in Syrup (S) 


Orange Juice Chicken-Rice Sou 


or Apricot Nectar 


p 
Weish Rarebit on Rusk (F) or Broiled Loin Lamb Chop (S) 


Chilled Apple Juice 
Corned Beef Brisket (F) or Broiled Chicken (S) 
Boiled Potatoes (FS) 


Beets and Greens (FS) or Buttered Cabbage 
Grapefruit and Diced Celery in Lemon Gelatin or Chef's Salad 
Jelly Roll (F) er Vanilla ice Cream (S) 


Pineapple Juice 
Chicken Chow Mein, Chinese Noodles (F) or Roast Sirloin of Beef (S) 
Potato Puff Balls (FS) 
Buttered Peas (FS) or Mashed Rutabagas 
Romaine with Sliced Egg 

or Apricot and Cheese Salad, Green Pepper Ring Garnish 
Grapenuts Custard (FS) or Whole Orange 


Tomato Juice 

Braised Pot Roast, Brown Gravy (FS) 

or Smoked Tongue, Horseradish Sauce 
Baked Potato (FS) 
Buttered Carrots (FS) or Broccoli 
Celery Heart, Olives and Radish Rose 

or Sliced Pears and Peaches in Raspber 
Cherry Tapioca, Whipped Cream (FS) or 


Cranberry Juice Cocktail 

Oven Browned Chicken Leg, Cream Gravy (FS) 
or Grilled Link Sausage, Baked Apple 

Mashed Potato (FS) 

Whole Buttered Beets (FS) er Mixed V 

Avocado and Grapefruit Salad or Sliced 

Queen's Pudding (FS) er Lemon Sherbet 


Gelatin 
yhole Banana 


etables . 
omatoes 


‘Blended Vegetable Juice 
Broiled Eastern Halibut, Shrimp Sauce (FS) er Club Sandwich 
Escalloped Potatoes (FS) 

Buttered Carrots (FS) or Brussels Sprouts 
Chef's Salad or Watercress Bouquet in Lettuce Cup with Apple Slices 
ice Cream Puff, Chocolate Sauce (F) or Royal Anne Cherries (S) 


Beet Broth 

Roast Leg of Lamb, Mint Jelly (FS) or Creamed Chipped Beef on Toast 
Baked Potato (FS) 

Buttered Beets (FS) or Broccoli, Butter Sauce with Lemon 

Sliced Tomato Salad or Jellied Vegetable Ribbon Salad 

Orange Custard (FS) er Frozen Pudding 


Chilled Cider 
Roast Beef au Jus (FS) or New England Beef Stew with Vegetables 


my | Rolied Oats Cerea/ Potato Patties (FS | French Fried Potatoes (F) 
= ) or Ready-to-Eat _ Butternut Squash (FS) or Whole Kernel Corn in Cream _ Buttered Peas (FS) er Escalioped Tomatoes (S) 
S | Rice Cereal Kidney Bean, Egg and Pickle Salad / Waldorf Salad or Red and Green Cabbage with Mixed Salad Greens 
= | Soft Cooked E or Celery Heart, Kosher Midget Pickles _ Sultana Roll, Almond Cherry Sauce (F) or Baked Apple (S) 
| Raisin Bread Toast ice Box Cookies (F) or Elberta Diced Peaches (S) 
(F}—Full Diet (S)—Soft Diet (FS)—Full and Soft Diet Bread, butter and a choice of beverages are to be included with each meal. 
item, EES aR Amounts & No. of Servings item, Specifications, Amounts & No. of Servings item, Specifications, Amounts & No. of Servings 
=e BEEF | Turkeys (Eviscerated) Grade A, 20-24 Ib. av. 15 Ibs. Parsnips 5 Ibs. 
| Brisket, Corned U. S. Good 20 ibs. 60 Fryers (Eviscerated) Grade A, 2% ib.av. 12 Ibs. Peppers, Green Y% doz. 
| Chipped Beef, Dried U.S. Good 1 ib. Potatoes, Sweet Hamper 50 Ibs. 
< | Ground Beef U.S. Good, 5 Ib. pkg. 5 Ibs. PURER eg Potatoes, White Bag No. | 400 Ibs. 
iver Steer, sliced 20 Ibs. Radishes Bunch doz. 
5 | Roast, Sirloin (B.R.T.) U. S. Choice 30 Ibs. PRESH FRUITS Romaine 6 heads 
yw | Steaks, Sirloin Butt U.S. Choice, Avocado Ripe 6 only Squash, Butternut 25 Ibs. 
rth 5 oz. each 7 Ibs. Tomatoes Repacked (5 x 6) 1 lug (30 Ibs.) 
ibs. 20 Bananas Ripe 25 Ibs. 
Cranberries 1 Ib. bag 3 Ibs. Watercress Bunch 20 bunches 
Grapefruit Seediess, 70s 1 box 
; | LAMB Grapes Seediess, 28 |b. box 1 box FROZEN FRUITS 
Chops, Loin U. S. Choice, Lemons doz. | Cherries Sugar. pitted 
+ 6 oz. each 8 Ibs. Oranges 176s 1 box Ib. can 16 Ibs. 
> Leg (B.R.T.) U. S. Choice, yearling 30 Ibs. Orange and Fresh, chilled, gallon 
3 PORK PRESH VEGETABLES Grapefruit Sections 1 gal. 
, yy Beets Topped 45 Ibs. Orange Juice Con., 32 oz. can 12 cans 
Basen Cabbage Bag 50 Ibs. Raspberries, Red Ib. can, 5-1 sugar 24 Ibs. 
Ham (Pullman) Ready -to-eat 35 Ibs. 
S | Sausage Links 12-1 Ib. 5 Ibs. Cobbage, Red o is. 
5 Carrots Topped, bag 50 Ibs. FROZEN VEGETABLES 
VEAL Celery Pascal, 30s 3 stalks Asparagus Spears, 2% ib. pkg. 15 90 
Leg (B.R.T.) U. S. Good 7 Ibs. | Cucumbers 1 doz. Broccoli Stems and buds 
Fish  Escarole Heads 6 heads 2% Ib. pkg. 20 ibs. 120 
| Lettuce Head, 48s 2 crates Brussels Sprouts 2% Ib. pkg. 2% Ibs. 15 
| Onions, Dry Yellow, bag 50 Ibs. Peas 2% Ib. pkg. 35 Ibs. 210 
7 POULTRY _ Onions, Green Bunch 1 doz. Spinach Chopped, 2% Ib. pkg. 15 Ibs. 90 
| Fow! (Eviscerated) Grade A, 5 Ib. av. 60 Ibs. | Onions, Spanish-type 3 Ibs. Succotash 2% Ib. pkg. 2% ibs. 15 
| Legs, Chicken Grade A,50z. each 20 ibs. Parsley Bunch 1 doz. Vegetables, Mixed 2% Ib. pkg. 2% ibs. 15 
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Growing use of radioisotopes demands clear-cut procedures for 


by E. H. MUNGER 


HE LAUNDRY manager of a hos- 
{hed is, of course, directly 
responsible for the processing of 
linen contaminated by radiation. 
In formulating procedures for ac- 
complishing this, a laundry man- 
ager has many sources of help 
available. For example: 

@ In most hospitals, some officer, 
often a physicist, is responsible 
for determining general policies 
relative to radiation protection. 
Policies for handling radioactive 
linen come within his scope. The 
laundry manager can confer with 
the physicist to see what methods 
other than the routine laundry 


procedure are needed to insure 
that linen is thoroughly decon- 
taminated. 


® The National Committee on 
Radiation published its first hand- 
book in 1923 outlining protection 
policies. It was revised in 1953 and 
is in the process of being revised 
a third time. 

@® In some areas, state health de- 
partments have adopted recom- 
mended radiation safety measures 
and all institutions using such ma- 
terials are checked to see if these 
regulations are observed. It would 
be wise for each institution’s laun- 
dry manager to see if the state in 
which the hospital is located has 
such a law. If so, copies of the leg- 
islation provide source material 
for answering specific questions 
which may arise. 

The three main sources of radi- 
ation are x-ray equipment, radium, 
and radioactive isotopes. Since the 
x-ray machine produces energy 
only when it is in operation, and 


E. H. yg} is laundry manager, The 

Texas M. D. Anderson Hos- 
ital and Tumor Institute, Texas Medical 
Center, Houston, Tex. 
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HANDLING AND PROCESSING 
RADIATION CONTAMINATED LINEN 


The growing use of radioactive iso. 
topes—many of them administered 
in solution—for both diagnostic and 
treatment purposes has created the 
need for clearly stated procedures for 
handling linen contaminated by radi- 
ation, the author states. He suggests 
that linen contamination problems be 
discussed with a physicist whenever 


possible. 


since radium is enclosed in some 
type of applicator when used for 
therapy, they present no linen 
hazards. Radioactive isotopes pre- 
sent the greatest problem to the 
laundry manager. The use of ra- 
dioactive isotopes has increased 
both for diagnostic and treatment 
purposes. The most common ra- 
dioactive isotopes used are those 
of cobalt, gold, iodine, and phos- 
phorous. 


HOW LINEN IS CONTAMINATED 


The hazard to linen occurs be- 
cause many radioactive isotopes are 
given in solution, directly into a 
vein or body cavity where spillage 
can and does occur. Linen may be- 
come contaminated in the operat- 
ing room where such procedures 
are done or on the nursing units 
where patients are confined. Proce- 
dures for handling linens from the 
operating rooms and the wards need 
to be established. The important 
thing to remember in this regard 
is that the so-called activity of 
radioactive isotopes decreases over 
a period of time. That is, the pa- 
tient who received radioactive ma- 
terial is more radioactive the first 
day than on the eighth day. 

The University of Texas M. D. 
Anderson Hospital and Tumor In- 
stitute at Houston, Tex., has a 


standard decontamination proce- 
dure for use in the operating room. 
The physics department has re- 
sponsibility for ascertaining the 
amount of radioactivity in the 
linen and in the operating room 
itself. A member of the physics 
department, by using a monitor, 
determines the level of radioac- 
tivity. All contaminated materials 
are placed in heavy paper bags, 
tied, and sent to the decontamina- 
tion storage area. There they re- 
main until it is determined by 
monitoring that they can be safely 
sent to the laundry. 

A similar procedure is followed 
on nursing units. When the patient 
has been returned to the unit from 
the operating room, nursing per- 
sonnel are alerted to watch for 
any spillage of urine, feces, or peri- 
toneal drainage. Patients who have 
had large doses of radioactive io- 
dine and have perspired profusely 
are also considered as having con- 
taminated linen. All such linens 
are placed in a heavy paper bag 
and sent to the decontamination 
storage area where they are kept 
until safe to be sent to the laun- 
dry. Of course, using this storage 
technique requires a larger stock 
of linen than would otherwise be 
required, 


MONITORING DEVICE NEEDED 


The following steps should be 
taken by institutions that do not 
have a physicist on the radiation 
protection service: 

1. A suitable monitoring device 
should be purchased. An employee 
should then be trained to use it 
according to an established level at 
which linen is considered danger- 
ously radioactive. 

2. A garbage can with lid should 


| 


DECONTAMINATION OF COTTON FABRIC 


Commercial laundry Temperature of 
procedure solution 
1. Break—alkaline 
one per cent 110°F 
2. Suds—soap 
one per cent 110°F 
3. Suds—soap 
one per cent 110°F 
4. Hot rinse—water 170°F 
5. Hot rinse—water 170°F 
6. Hot rinse—water 170°F 
7. Sour 3 per cent 
citric acid 110°F 
8. Rinse water 110°F 
Duration of each wash and rinse is 5 minutes. 


Comulative per cent removal 


SR-89 P-32 1-131 
25.2 26.9 86.7 
60.8 65.3 97.8 
74.6 88.4 99.2 
84.4 95.4 99.7 
85.4 96.1 100.0 
85.6 96.2 — 
98.2 97.5 — 
99.8 97.5 — 


be purchased and used to store 
contaminated linen until it is de- 
termined by monitoring that the 
linen is safe to be washed in the 
regular manner. 

Methods for washing radioactive 
fabrics ,depend largely upon the 
form of the contaminants. For ex- 
ample, water soluble salts of ra- 
dioactive metals are best removed 
by sequestering agents in water 
alone. Radioactive dust of the 
same metal as an oxide, however, 


is best removed by washing with 


soap. These are further reasons 
why each problem should be dis- 
cussed with a physicist, when this 
is possible. 

In the study of radioactive ma- 
terials, several washing procedures 
have been tried by various agen- 
cies. However, the amount of re- 
search applied to laundry decon- 
tamination problems has been far 
from complete. 

A study* made by Talboys and 
Spratt, Johns Hopkins University, 
Baltimore, undertook to attack the 
waste disposal problem at its 
source, in the laundry itself. In 
the test described in this study, 
small pieces of uniforms, cover- 
alls, laboratory coats, and hospital 
bedding were contaminated with 
isotopes used in research and ther- 
apy as well as some fission products 
commonly encountered at atomic 
energy installations. The radioac- 
tive contaminants most commonly 
used in the test were strontium-89, 


*For source, see first reference in the 
bibliography at the end of this article. 
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phosphorus-32, and iodine-131. 
The isotopes were studied indi- 
vidually, rather than in mixture, 
so that the effects of the different 
agents could be clearly described. 
In the report on the tests, a 
number of washing formulas are 
illustrated step by step, listing 
commercial laundry procedure, 
supplies used, temperature of so- 
lution, and per cent of removal 
of contamination. This informa- 
tion is summarized in the chart 
above. The following conclusions 
are based on the numbered proce- 
dures shown on the chart: 
Procedure 1: In practical laun- 
dry procedures, the use of lesser 
amounts of soap that produce suds 
would be necessary. The amount 
indicated would produce suds that 
could not be contained in a laundry 
washer and might spread the con- 
tamination around the floor. 
Procedure 2: This procedure 
gave 99.8 per cent removal of 


phosphorus-32, and 100 per cent 
removal of iodine-131. 

Procedure 3: The soda ash may 
have precipitated strontium car- 
bonate and the soap may have 
formed insoluble soap with stron- 
tium. 

Procedure 4: High temperatures 
for suds bath would be more ef- 
fective. 

Procedure 5: More rinses would 
be needed in plant practice to re- 
duce the amount of citric acid on 
the fabrics to avoid tensile 
strength loss. 

Procedure 6: As with other soils 
there is little to be gained by run- 
ning decontaminating baths longer 
than five minutes. 

Procedure 7: Underloading of 
washing machines apparently 
speeds up the removal of radio- 
active materials. 

Procedure 8: Pretreatment such 
as starching and waterproofing of 
fabrics fails to prevent penetration 
and does not make removal easier. 
Some may make removal more 
difficult. 
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NOTES AND COMMENT 


Feather pillows not difficult to wash 


Feather pillows are not difficult to wash, providing precautions are 
followed. Feathers are classified as a protein fiber and should be treated 


the same as wool fibers. 


The ticking, usually made of cotton and usually more soiled than the 
feathers, will not launder to the same degree of efficiency as the feathers. 


Don’t expect the ticking to be 
spotless. 

The following instructions will 
produce satisfactory results: 

1. Examine each ticking for 


worn or weak portions along the 
edges. 

2. Repair weak or worn ticking 
or put the feathers into new tick- 
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simple mopping with yard Conductive Floor Cleaner 


HILLYARD FLOOR CARE 
saves half the Labor! 


~~ 
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- 


keeps Your O. R. Floor clean and SAFE 


No need to add an expensive labor step with a 
conductive floor wax—no complicated routines to 
follow. Just mop your conductive floors regularly, 
using this tested, approved cleaner specially de- 
veloped in Hillyard laboratories for hospital con- 
ductive floors. Loosens and removes the soil with- 
out harsh scrubbing. Tests show 99.2% grime 
removal—cuts cleaning time as much as half. 
Even more important, it deposits no insulating 
film or soap scum. Regular use of CONDUCTIVE 
FLOOR CLEANER can actually improve the floor’s 
conductivity. 


The Hillyard “Maintaineer ®” will be glad to show you 

time-saving treatment techniques for ALL floors in your 

hospital. Consider him your own trained floor care specialist, 
“On Your Staff, 

Not Your Payroll’ 


ST. JOSEPH, MO. 


U.S.A. 
Passaic, N. J. 
San Jose, Calif. 


Branches and Worehouse Stocks in Principal Cities 
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Use Hillyard H-101 disinfectant after cleaning. 
Provides lasting effect. Does not harm con- 
ductivity; requires no special or extra treatment. 
May be used in CFC rinse water. 


It's the first conductive cleaner to carry this 
U/L listing. Tests prove it holds floor con- 
ductivity well within the range prescribed by 
NFPA Code No. 56. 


Retenng LOCATIONS 


NOW PROVED SAFE—Non-damaging to every type con- 
ductive floor. Recommended by leading flooring manufac- 
turers to keep their floors conductive after installation. 


COUPON TODAY 


HILLYARD, St. Joseph, Mo. H.2 

[) Please send me full information on the simplest and 
most effective way to keep my conductive floors 

conductive. 

Please hove the nearby Hillyard Maintaineer moke oa 
FREE survey and recommend treatments for my floors. 


Address 
City 
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ing before laundering to prevent 
the pillows from coming apart 
during cyCle. 
3. As a precaution, put each pil- 
low into.a closely knit laundry net. 
4. Load the washwheel to half 
of normal recommended capacity. 
This will produce better results. 
5. If your plant has a dual speed 
washwheel, use the slower speed 
in washing pillows (10-12 rpm.) 
6. If your water supply is soft 
or softened, use a low titer neutral 
soap, one that does not contain a 


builder (alkali) and will dissolve 
readily in lukewarm water. 

7. If your water supply is hard, 
use a neutral synthetic detergent, 
that does not contain a builder. 
Alkalies are harmful to feathers. 

8. Add enough neutral soap or 
synthetic detergent to the wash- 
wheel to produce a soap concentra- 
tion of approximately .2 per cent. 

9. The suds baths and rinses 
should be lukewarm (90-100°F). 

10. Keep water levels on suds 
bath and rinses at 10-12 inches, 


‘For a Handy Purchasing 
Reference 


see the 


GUIDE FOR 
HOSPITAL BUYERS 


on the Goldenrod pages 
Part Il of the Aug. 1, issue 
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depending on the diameter of the 
washwheel. 

11. Stop the washwheel cylinder 
during each fill and dump opera- 
tion—that is, do not run the wash- 
wheel while it is dumping or fill- 
ing. 

12. Normally one or two 5- 
minute suds baths and four 2- 
minute rinses are adequate. 

13. Give pillows a good extrac- 
tion. 

14. The extracted pillows may 
be dried in a drying tumbler at a 
low temperature or air dried. Fluff 
the pillows periodically.—JOSEPH 
KRAWIEC, writing in American 
Laundry Digest. 


Bleaching method 


for woolen fabrics 


White woolen blankets over a 
period of time become discolored 
or yellowed to a certain degree. 
The use of chlorine bleach solu- 
Lion is definitely not recommended 
for bleaching purposes, because of 
its detrimental effect on the wool 
fiber. 

Discolored white woolen blan- 
kets or white woolen fabrics may 
be restored to their original white- 
ness by bleaching them with a 
solution of hydrogen peroxide or 
a solution of sodium perborate. 

Hydrogen peroxide and sodium 
perborate are very slow in their 
bleaching action. A soaking period 
of 30 minutes to two hours may 
be required for effective bleaching. 

Using a solution of 2 to 3 ounces 
of sodium perborate to every 5 
gallons of lukewarm water 
(100°F.) is satisfactory for bleach- 
ing purposes. Stronger solutions of 
sodium perborate are more diffi- 
cult to control and may result in 
tendering of wool fiber. 

In hydrogen peroxide bleach- 
ing, a solution of 2 to 3 ounces of 
100-volume (strength) hydrogen 
peroxide or 8 to 12 ounces of 25- 
volume hydrogen peroxide per 5 
gallons of water will give good 
results. 

After the bleaching treatment, 
it is very important to rinse the 
woolens thoroughly before ex- 
tracting and drying them. This 
bleaching treatment may also be 
used to brighten the white back- 
ground on colored woolen fabrics. 
—JOSEPH KRAWIEC, writing in 
American Laundry Digest. 
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hook meviews 


Budgets as management aid 


BUDGETING ANv Cost ANALYSIS FOR 
HOSPITAL MANAGEMENT. Leon E. 
Hay. Bloomington, Ind., University 
Publications, 1958. 205 pp. $6.25. 
This text explains how cost 

analysis and budgeting can be 

used as important tools of hospi- 
tal management. 

Management is defined as “that 
group responsible for planning, 
organizing, and controlling the ac- 
tivities of the organization”. Budg- 
eting and cost analysis are re- 
garded as management accounting 
techniques which can aid man- 
agement: in performing its re- 
sponsibilities more effectively. 

The book contends that “prop- 
erly done and properly interpreted 
cost analysis can: 

1. Provide information for use 

in setting equitable rates. 

2. Furnish a basis_for intelli- 
gent negotiation with contract 
purchasers of hospital serv- 
ices. 

3. Fulfill requirements of hos- 
pital associations and/or gov- 
ernmental agencies for in- 
formation, or fulfill existing 
contracts with third-party 
purchasers. 

4. Provide a measure of the 
effectiveness of the operation 
of various subdivisions of 
which costs are determined. 

5. Provide a basis for planning 
future operations.” 

Concerning budgets, the text 
states that “budgets of successful 
businesses are not just financial 
plans, they are operational plans”. 

The arrangement of the text 
is logical, the definitions and ex- 
planations are sound and well 
phrased, and the illustrations are 
complete and easy to follow. 

Although materials on cost anal- 
ysis and budgeting can be found 
elsewhere, the point of view and 
the manner of presentation given 
in this book are most helpful. The 
author did not intend this work as 
a manual or book of directions, 
but the principles are so well de- 
veloped and the illustrative cases 
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so complete that the book is ac- 
tually an excellent guide to cost 
analysis and budgeting—vV. G. 
EDMONDSON, accounting specialist, 
Oklahoma State Hospital Associa- 
tion, 


also: 

conference report 

administration of Virginia 
mental hospitals 


Conference report 


The American Association for 
Health, Physical Education, and 
Recreation has recently published 
a report of a conference held in 
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improved URINAL 
Sanitary no-bead rim. 
New thick rim eliminates 
rolled edge and bacteria- 
catching crevices—for 
easier cleaning and sani- 
tation. Heavy gauge pol- 
ished stainless steel, 
completely seamless. 
Made only by Vollrath. 
1%-qt. capacity. No. 8915 


provide utmost vy sanitation 


efficiency 
dependability 


E}rracture BEDPAN 
Also child's urinal or 
douche pan. Smaller, 
flatter, easier to use with 
immobilized patient. So 
convenient for other pur- 
poses, too. The only frac- 
ture bedpan made in 
Stainless steel. Conforms 
to most rigid sanitary 
standards. No. 8902. 


improved KICK 
BUCKET-Sanitary no- 
bead rim. Entirely seam- 
less, with new thick flat 
rim; ears for handle an 
integral part of the pail. No 
dirt-catching crevices— 
easier sanitation. Made of 
extra heavy durable stain- 
less steel. 13-qt. capacity. 
No. 5813. 


First in stainless stee/ utensils for the medical profession 


THE VOLLRATH COMPANY 


SHEBOYGAN, WISCONSIN 
Sales offices and show rooms: New York, Chicago, Los Angeles 
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Washington, D.C., November 17- 
20, 1957 entitled Recreation for the 
Mentally Ill. 

Professional attitudes and prac- 
tices, preservice and inservice 
education, and facilities and equip- 
ment are among the topics dis- 
cussed. Standards, job descriptions 
and bibliographies are found in the 
appendices. Copies are available 
from the publisher, 1201 Sixteenth 
St., N.W., Washington 6, D.C. for 


$2. 


Administration of 
Virginia mental hospitals 
MANUAL OF STANDARD ADMINISTRA- 

TIVE PRACTICES AND PROCEDURES. 

Virginia Division of Mental Hos- 

pitals. Richmond, The Division, 

1957. 

In an “introductory statement” 
this manual is labeled a guide. It 
is no such thing. Language used 
carries the intent of directives and 
serves the purpose of imposing 
specific limits on the authority 
delegated to hospital operating 
supervisors. The outstanding vir- 
tue of the publication is that 
nothing is left to the imagination. 


No doubt, it will standardize, or 
routinize, administrative practices 
in Virginia mental hospitals. That 
efficiency, in terms of operating 
performance, will be improved is 
questionable. Most administrators 
would challenge the conclusion 
that efficiency is synonymous with 
effectiveness. However, this is the 
stated purpose of the book. 

Formal definition of Virginia 
mental hospital goals—the purpose 
for which public funds are allo- 
cated—is to “provide the best pos- 
sible care for the mentally ill’. 
Nothing is said about facilitating 
the effectiveness of hospital re- 
sources in returning mentally ill 
individuals to socially productive 
living. 

Part I of the manual, on or- 
ganization, is brief. The divided 
administrative authority of the 
Virginia mental hospital system is 
delineated by charts, supplemented 
by brief narrative comments. This 
is an interesting, frankly stated 
departure from what is generally 
considered a functional adminis- 
trative structure. 


When 


the wound. Fibrinolysis, he found, 


Why this hemostatic efficiency? 
Antihemophilic Plasma is fresh plasma that 


Persists 


Efficacy of Antihemophilic Plasma in controlling 
the postoperative oozing that often occurs when 
patients have been massively transfised with 
banked blood has been reported by Howland.° He 
describes routine use of this specially processed 


POSTOPERATIVE 


plasma when oozing persists after closure of 


“usually 


responds dramatically” to its administration. 


Because 


has been rapidly processed to 
retain the labile clotting fac- 
tors which are rapidly lost in 


banked blood. Hyland Anti- 


hemophilic Plasma (Irradi: ited, 


Dried) requires no grouping, typing or crossmatching. Just reconstitute with 
accompanying diluent and it is ready to administer. Five-year dating. Av: 98 
in 3 sizes: 50 ce. with built-in filter for syringe administration; 100 cc. an 


250 cc., each with administration set. HY] AND 


*Howland, W. S.: Cardiovascular and Clotting Dis- 
160 Lockwood Ave., Yonkers, N.Y. 


turbances during Massive Blood Replacement, 


Anesthesiology 19 (2): 140-152 ( Mar.-Apr., "58 ). 


4501 Colorado Blvd., Los Angeles 39, Calif., 


Hyland Laboratories, 
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A number of sections in Part II, 
“Operational Procedures,’ are 
omitted to be completed at a later 
date. Administrative procedures 
having to do with fiscal operations 
and control are elaborately stated. 
In these sections, instructions, in- 
cluding examples of completed 
report forms, are so detailed as to 
leave practically nothing to indi- 


vidual judgment or initiative. 
Modification is specifically pro- 
hibited. 


The section on personnel ad- 
ministration is particularly inter- 
esting. A limiting date, as well as 
a limit on hourly wage, is speci- 
fied upon the employment of 
“hourly and per diem employees’”’. 
In fact, no such person may be 
authorized employment beyond 
June 30 of the fiscal year in which 
employment is authorized. Theo- 
retically, all such individuals can 
anticipate loss of their jobs on 
June 30 each year unless the di- 
rector of the Division of Mental 
Hospitals determines otherwise. 
The reason for such employment 
restriction is not stated. 

Authority is delegated to the 
personnel officer to rank in order 
of fitness all applicants for em- 
ployment. yardsticks as 
“capacities, abilities and interests 
as they relate to the position” are 
suggested. If operating supervi- 
sors do not select applicants of 
“highest rank’, only the director 
of the Division of Mental Hospi- 
tals may approve deviation from 
the personnel officer’s ranking. It 
is also worthy of note that em- 
ployment of “parolees, probation- 
ers and other persons who have 
been convicted of a crime should 
be encouraged.” State employ-. 
ment, as a means of rehabilitating 
social misfits, may be desirable, 
but the wisdom of assigning re- 
sponsibility for the emotionally 
handicapped to individuals with 
social deficits is a questionable 
practice. It is made clear that each 
such employee must be carefully 
screened. 

This manual will be of little in- 
terest or value outside the State 
of Virginia. It is a good example 
of a method of systematically cen- 
tralizing administrative control of 
separate institutions with similar 
G. SEWALL, M.D., 
manager, Veterans Administration 
Hospital, Perry Point, Md. 
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hersonnel changes 


@ Alvin H. Goldberg has been ap- 
pointed director of finance and ac- 
counts, Maimonides Hospital of 
Brooklyn (N.Y.). He was formerly 
comptroller of Beth Israel Hospital, 
New York City. 

Michael Marvald has been named 
administrative assistant in charge 
of purchasing for Maimonides Hos- 
pital. He was formerly with a sur- 
gical supply house. 

Herold A. Schneider, former assist- 
ant director in charge of purchas- 
ing, has been assigned to executive 
office responsibilities. 


@ Frank C. Haythorn has been ap- 
pointed administrator of Fifth Av- 
enue Hospital, Huntsville, Ala. 
Nathan A. Morgan, formerly admin- 
istrator of Fifth Avenue .General, 
has been appointed administrator 
of Cookeville (Tenn.) General 
Hospital. 


@ Gary R. Holdren has been appointed 
assistant administrator of Mary 
Washington Hospital, Fredericks- 
burg, Va. He is a graduate of the 
Medical College of Virginia course 
in hospital administration. 


@ H. H. Huckabay and Frank A. Jerome 
Jr. have been appointed assistant 
administrators of Baton Rouge 
(La.) General Hospital. Mr. Huck- 
abay was formerly business man- 
ager of the hospital. Mr. Jerome 
was formerly administrative as- 
sistant. Willard K. Wilkes has been 
appointed business manager at the 
hospital; he was formerly assistant 
business manager. 


@ Richard W. Hunsaker has been ap- 
pointed assistant administrator of 
Brockton (Mass.) Hospital. He was 
formerly assistant administrator 
of Children’s Hospital, Columbus, 
Ohio. Mr. Hunsaker is a graduate 
of the University of Minnesota 
course in hospital administration. 


@ Joseph Michael Jaskol has been ap- 
pointed assistant director of the 
Mountainside Hospital, Montclair, 
N. J. 


@ Stanley F. Masson has been ap- 
pointed administrator of Rockford 
(I1ll.) Memorial Hospital. He suc- 
ceeds John Lb. Brown who has been 
appointed director of a hospital to 
be built in Syracuse, N. Y. 

Mr. Masson was formerly assist- 
ant director of Touro Infirmary, 
New Orleans. 
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@ William F. Mclaughlin has been ap- 
pointed director of Dade County 
Hospital, South Miami, Fla. He 
was formerly assistant director of 
Jackson Memorial Hospital, Miami. 
Both hospitals are now part of a 
recently established Department of 
Hospitals of Metropolitan Dade 
County, Fla. 


@ Olof T. Moline has been appointed 
administrator of Porter Sanitarium 


and Hospital, Denver. He was for- 
merly. assistant administrator of 
Hinsdale (Ill.) Sanitarium and 
Hospital. Mr. Moline has been suc- 
ceeded by Raymond L. Pelton who 
was formerly chief accountant at 
the hospital. Mr. Moline is a grad- 
uate of the Northwestern Uni- 
versity course in hospital admin- 
istration. 


@ Frank F. Morin has been appointed 


PLANNING NEW INTERCOM? WAIT! 


Dahlberg Gives You INTERCOM 
plus TV and RADIO 
with NO CASH OUTLAY! 


Why lay out needed cash for your Intercom? Right now, discover how 
Dahlberg gives you Intercom/TV/Radio in ONE INSTALLATION 
...and you lease it ! Contact your Dahlberg 


NURSE-PATIENT INTERCOM ... 
alweys operative through Pillow 
Specker. No other bedside inter- 
com equipment! 


pital-originated TV shows! 


representative today ! 


WORLD'S ONLY 
All-in-One 
TELEVISION ... TY stotions received \ 
\ 


Patients Talk-Listen 
with nurse. Select, control, 
hear TV and Radio... 
Quiet! Efficient! 


. 
4 


7 


4” 


DON'T BUY SEPARATELY! LEASE! 


RADIO, TOO! in same Pillow 
Speaker! Local stations, plus closed- 
circuit hospital station. 


GET MORE FACTS 


Contact your 
DAHLBERG 


«representative 


NOW! 


DAHLBERG All-in-One INTERCOM/TV/RADIO 


Yes, you can afford this system! Dahlberg installs, 
services and maintains, all on exclusive no down pay- 
ment, no capital investment Lease Plan! Your hospital 
can actually operate this system at a profit from the 
very first day! 


DAHLBERG, INC. 
Box 549, Minneapolis 40, Minnesota 


I'm interested in your all-in-one Intercom/TV/ Radio 
and how it can be leased with no cash investment. 
Please contact me with full particulars. 


City Stote 


foe) 
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administrative assistant at Penin- 
sula Hospital, Burlingame, Calif. 
He was formerly administrative 
resident at the hospital. Mr. Morin 
is a graduate of the University of 
California course in hospital ad- 
ministration. 


@ James H. Moses has been appointed 
administrator of Cushing (Okla.) 
Municipal Hospital. He was for- 
merly administrator of Pawnee 
(Okla.) Municipal Hospital. 


@ John Crawford Neal has been ap- 
pointed administrative assistant of 
Crawford W. Long Memorial Hos- 


pital, Atlanta. Mr. Neal is a gradu- 
ate of the Georgia State College 
of Business Administration pro- 
gram in hospital administration. 


@G. K. Palin has been appointed 
administrator of the Lachine (Que- 
bec) General Hospital. He was for- 
merly administrator of the Alex- 
andra Hospital, Montreal. 


@ Vernon L. Perry has been ap- 
pointed administrator of Mojave 
(Calif.) Medical Center and Hos- 
pital. He was formerly clinic man- 
ager of the Miller Medical Clinic, 
Pomona, Calif. 


Ilome Office: 

53 North Park Avenue 
Rockville Centre, New York 
Rockville Centre 6-0177 


Western Division: 
101 Jones Building 
Seattle, Washington 
Mutual 2-3691 


Diagnosis Before Treatment 


Survey Before Fund Raising 


Good rules for your personal 
health and your hospital’s 


financial health. 


Especially when conducted by experts. 


LAWSON ASSOCIATES. ... 


Sunde rating 


North Central Division: 
24 North Wabash Avenue 
Chicago 2, Illinois 

Telephone: Financial 64504 


Central Division: 
3545 Lindell Boulevard 
St. Louis, Missouri 
Jefferson 5-6022 


Southwest Division: 


400 Montgomery Street 
San Francisco, California 
YUkon 2-8342 


ke 


@ Margaret £. Peters has been ap- 
pointed administrator of the In- 
stitute of Physical Medicine and 
Rehabilitation: and assistant ad- 
ministrator of University Hospital, 
New York University-Bellevue 
Medical Center. Miss Peters was 
formerly administrative assistant 
at Grasslands Hospital, Valhalla, 


@ Charles W. Pruitt Jr. has been ap- 
pointed assistant director of the 
University of Florida’s Teaching 
Hospital and Clinics, Gainesville. 
He was formerly assistant in ad- 
ministration, office of the provost, 
J. Hillis Miller Health Center, Uni- 
versity of Florida. 


@ Garnett L. Radin has been appointed 
director of Shriners Hospital for 
Crippled Children, Lexington 
(Ky.) Unit. She formerly served 
as assistant director of the hos- 
pital. Mrs. Radin is a graduate of 
the Northwestern University pro- 
gram in hospital administration 
and succeeds Heanor Beird. Miss 
Baird is presently administrator of 
all Shriners hospitals. 


@ Peter E. Swerhone has been ap- 
pointed assistant administrator of 
Winnipeg (Manitoba) General 
Hospital. He was formerly assistant 
administrator of Notre Dame Hos- 
pital, North Battleford, Sas- 
katchewan. Mr. Swerhone is a 
graduate of the University of 
Toronto program in hospital ad- 
ministration. 


Deaths 


@ Arthur H. Brittinghom, administrator 
of Easton (Pa.) Hospital, died in 
his own institution on Sept. 3 at 
the age of 54. He had been admin- 
istrator of the hospital since 1944. 
Mr. Brittingham had at one time 
been president of the Eastern 
Pennsylvania Regional Hospital 
Association and in 1951 had been 
second vice president of the Hos- 
pital Association of Pennsylvania. 

Donald C. Richards is serving as 
acting administrator. 


@ Sister Superior Mary Seraphim, R&.N., 
died on Sept. 26, at the age of 69, 
following a long illness. At the 
time of her death she was admin- 
istrator of St. Michael’s Hospital, 
Newark, N.J., a post she had held 
since 1954. Sister Seraphim had 
also been coordinator of the train- 
ing schools of hospitals operated 
by the Sisters of the Poor of St. 
Francis in the United States. 
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THE LAW IN BRIEF 


Legal matters of interest to the hospital field prepared by 
the law department of the American Hospital Association 


Blood Transfusions: A Problem of Evidence 


Untoward results occasionally follow blood trans- 
fusions. From the standpoint of determining a hos- 
pital’s liability in such instances, it is necessary to 
ascertain whether the injury or disease was actually 
caused by the transfusion, and, if so, whether hospital 
personnel were negligent in the administration of 
blood. 

A Utah case helps to illustrate the legal problems 
inherent in a suit based upon alleged negligence in 
administering incompatible blood. Joseph v. W. H. 
Groves Latter Day Saints Hospital, 318 P. 2d 330 
(Utah, 1957). The deceased received a transfusion in 
conjunction with surgery for removal of a tumor, 
but death resulted from inflammation of the kidneys. 
The plaintiff, her husband, claimed that incompatible 
blood was administered, which was the proximate 
cause of death, and that this was negligence on the 
part of the hospital. 

The controversy over evidence ended with the 
state supreme court ordering a new trial. The trial 
court had denied to the plaintiff's counsel the oppor- 
tunity of reading and commenting upon certain en- 
tries from the hospital record while before the jury. 
The notations had been made by attending physicians 
and indicated a possible blood transfusion reaction. 


EXPERTS MUST APPEAR 


The law in most states allows admission as evidence 
of medical record entries which are routine and con- 
stitute statements of fact. These would include symp- 
toms, treatment, and orders. They would ordinarily 
not include medical opinions of experts. The experts 
must appear in court and submit to cross-examina- 
tion if their opinions are to be admitted in evidence. 

In this litigation the jury was required to weigh 
the evidence and determine whether death was 
caused by administration of incompatible blood. 
Medical witnesses for the hospital had testified that 
even after the autopsy it was not possible to say with 
any certainty that the transfusion caused the death. 
The plaintiff's attorney sought to counter this testi- 
mony by introducing the medieal records as evidence 
of medical opinion favoring the transfusion as the 
cause of death. 


UTAH, TEXAS RULINGS CONTRAST 


The Supreme Court of Utah, perhaps contrary to 
the position in most states, determined that these en- 
tries should have been admissible as evidence, even 
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in absence of the medical witnesses who wrote them, 
because they were pertinent to the care of the patient 
and were made by trustworthy persons engaged in 
medical treatment. 

Two of the five justices of the Utah Supreme Court 
dissented, insisting that where conclusions of experts 
are to be considered in court, the experts themselves 
must be present to show their qualifications, their 
contact with the patient, and the extent of informa- 
tion upon which their conclusions are oe 

In contrast, a Texas case reflects the prevailing 
rule regarding use of hospital records in court. The 
medical record of emergency hospital treatment in- 
cluded the entries: “Hit by car. Small laceration 
(superficial) . . . No evidence of any fractures or 
other injuries.” 

The appellate court held that the statement in the 
record about the laceration was admissible as evi- 
dence since this was a factual condition observable 
by anyone. Reference to the patient being struck by a 
car was not allowed since none of the persons at the 
hospital who made the entries had personal knowl- 
edge of how the injuries were received. The court 
also excluded the statement concerning absence of 
fractures since this was a conclusion and opinion of 
the doctor which could not be admitted as evidence 
without his presence in court. 

The general rule, then, is that factual statements 
made by physicians contained in hospital records are 
admissible in court as evidence in the same manner 
as factual entries made by nurses and other hospital 
personnel in connection with the routine business of 
the institution. However, where the statement of the 
physician consists of opinion, conclusion, or diagnosis 
based upon his medical: examination or findings of 
conditions not obvious to persons generally, the state- 
ment must be excluded at the trial unless the phy- 
sician testifies. He must submit to cross-examination 
by opposing counsel and justify his conclusions. 
Martinez v. Williams, 213 S.W. 2d 742 (Tex. Civ. 
Arp., 1958). 


Antitrust: Medicine as a Trade 


Doctors denied membership in a medical society 
have, at times, brought suit on theories of antitrust 
or restraint of trade They have alleged that a con- 
spiracy existed among certain organized physicians, 
end sometimes hospitals as well, to limit the practice 
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of medicine and thus make it difficult or impossible 
for an “outsider” to succeed in his profession. 

One of the difficulties faced by such plaintiffs has 
been to show that the practice of medicine consti- 
tutes a ‘trade’ so that a concerted action to preclude 
a newcomer from practicing constitutes a “restraint 
of trade’”’ within the meaning of the law. 

A recent appellate court decision in California may 
portend further actions against organized medicine 
and hospitals by persons whose economic prospects 
have been curtailed as a result of purported con- 
certed action of the professional societies. 

Tatkin v. Superior Court of the State of California 
for the County of Los Angeles, 326 P. 2d 201 (Cal. 
App., 1958) was a suit brought by a physician 
against the county medical society, the American 
Medical Association, a hospital, and 62 individual 
defendants. He charged the defendants with conspir- 
ing to control the practice of medicine in the county 
in order to prevent competition between licensed 
physicians. Among other things, he claimed that a 
fee schedule was established and those who charged 
less than the minimum were disciplined, that the 
number of doctors in the area was intentionally lim- 
ited, and that only members of the county medical 
society, in which the plaintiff had been denied mem- 
bership, were admitted to staff membership in over 
90 per cent of the county’s hospitals. He alleged that 
he charged fees lower than those prescribed by the 
society. He also asserted that after he was refused 
membership in the medical society his hospital privi- 
leges were terminated without cause. 

In the course of the litigation, the plaintiff sought 
to have the secretary of the medical society answer 
certain questions prior to trial, at a deposition pro- 
ceeding, related to the rules and policies which the 
society applied in passing on epplications for mem- 
bers-ip. The secretary refused and the trial court 
upheld him, but the appellate court ruled for the 
plaintiff. In order to hold that the questions must be 
answered, the latter court, by a 2-1 majority, first 
ruled that the theory on which suit was brought was 
valid. 

Specifically, the court considered whether medicine 
is a “trade” within the antitrust laws, and after ex- 
amining the authorities, concluded that the practice 
of medicine is a “trade” within the meaning of com- 
mon law principles opposed to restraint of trade and 
under a California statute. 

The dissenting justice felt that the practice of 
medicine was not intended to be considered “trade 
or commerce” within the statute on the common law 
respecting restraint of trade. 

If the case is tried, the outcome will have signif- 
icance for the organized hospital field as well as for 
organized medicine. It may affect policies governing 
listing, accreditation and membership in professional 
organizations, and hospital medical staff privileges. 


Damages for ‘Cancerophobia’ 


Mental anguish stemming from a fear of contract- 
ing cancer has been labeled as “‘cancerophobia.” In 
a recent suit this state of mind induced a substantial 
judgment which was sustained on appeal. 
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The plaintiff suffered from bursitis and received a 
series of x-ray treatments administered by the de- 
fendant radiologists. The after-effects of the therapy 
were pain, nausea, and raw skin on her shoulder. The 
difficulty was diagnosed as chronic radiodermatitis. 
Seeking relief, she visited a dermatologist who, in 
the course of treatment, advised the plaintiff that she 
should have her shoulder checked every six months 
inasmuch as the burned area might become cancer- 
ous. Anxiety and phobic apprehension followed as 
the plaintiff reacted to the possibility of developing 
cancer. - 

The verdict of the jury in this malpractice suit was 
$25,000, of which $15,000 represented damages for 
mental anguish flowing from cancerophobia. The de- 
fendants appealed, contesting the validity of the 
$15,000 award for mental anguish. 

Traditionally, courts have been reluctant to base 
an award upon mental injury since the possibility 
of vexatious and fictitious suits has been ever pres- 
ent. In fact, three of the justices in this case, sitting 
in the highest court of New York State, voted to 
eliminate the $15,000 portion of the judgment based 
on mental suffering. They felt it would be dangerous 
to pay for the anxiety reaction of patients who hear 
words of caution from their doctors; too many fraudu- 
lent, unverifiable claims could result. 

The majority opinion, however, recognized this 
type of claim for the first time in New York State. 
The court reasoned that the rule has been well es- 
tablished that a wrongdoer is liable for the ultimate 
result, though the mistake or negligence of the phy- 
sician who subsequently treated the injury may have 
increased the original damage. In the instant case 
there was a real connection between the ultimate 
damage and original wrong. The dermatologist’s 
action, however, was not considered negligent and 
did not aggravate the original physical injury but 
increased only the mental anguish attendant upon 
the injury. The radiologists started the chain of cir- 
cumstances without which cancerophobia would not 
have developed, and they were considered respon- 
sible for the consequences. 

How far will the New York courts carry this prin- 
ciple? The Court of Appeals said that public policy 
dictates at some remote point the original wrongdoer 
will cease to be liable, but that in this case neither 
public policy nor common sense is offended by the 
result. Consequently, recovery has now been allowed 
against an original wrongdoer for purely mental 
suffering arising from information the plaintiff- 
patient received from another doctor to whom she 
went for treatment of the original injury. 

Does this open the door to vexatious suits and fic- 
titious claims? Certainly mental disturbances can be 
simulated. The court felt that this is simply a prob- 
lem of proof. Fright, shock, and other kinds of mental 
injury are marked by definite physical symptoms 
capable of clear medical proof. Where the evidence 
indicates the claim of mental injury is genuine, the 
court thought there should be no barrier to a verdict. 
For example, in this suit there was testimony of a 
neuropsychiatrist to corroborate the rather credible 
story of the plaintiff. Ferrara v. Galluchio, 8 Neg. 
Cas. 2d 535 (N.Y., 1959). 
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Blue Cross Investigation 


Congress is preparing to hold extensive public 
hearings during the winter on Blue Cross rates and 
hospital costs across the country. 

A Senate subcommittee chaired 
by Sen. Wayne Morse (D-Ore.) 
is already investigating “the 
whole matter of medical costs” 
in the local Washington, D.C. 
area. Sen. Morse said the subcom- 
mittee will look into the need for 
greater “public representation” 
on Blue Cross boards and whether 
Blue Cross “takes steps” to cur- 
tail costs in participating hos- 
pitals. 

The study follows announce- 
ment of a 42 per cent increase in rates, effective Sept. 
1, by Group Hospitalization Inc., the Blue Cross Plan 
in the District of Columbia area. The subcommittee 
was requested to make the investigation by the local 
American Federation of Labor-Congress of Industrial 
Organizations. The AFL-CIO group expressed concern 
that older retired persons could not afford the new 
rates. 

Sen. Morse is chairman of the Public Health Sub- 
committee of the Senate District of Columbia Com- 
mittee. While this committee has jurisdiction over 
local District of Columbia matters only, its hearings 
are expected to be of nation-wide interest. Sen. Morse 
has ordered the subcommittee staff to compare local 
D.C. Blue Cross rates and hospital costs with those 
found in other parts of the country. Proposed legis- 
lation concerning Group Hospitalization’s rate-setting 
authority would come before the full Congress for 
debate and vote. 

Congress serves as a combined city council and 
state legislature on local District of Columbia laws. 
In this role, Congress chartered Group Hospitaliza- 
tion Ine. as a nonprofit organization in 1939. The plan 
now has 760,000 subscribers. 

The legislation proposed by subcommittee mem- 
bers would give the commissioners of the District 
authority to set Group Hospitalization rates. The Dis- 
trict’s three commissioners are appointed by the 
President. 

The subcommittee bill would increase Group Hos- 
pitalization’s board of trustees to 13 members, 7 ap- 
pointed by the District commissioners, 3 by par- 
ticipating hospitals, and 3 by the District Medical 
Society. At present the board consists of nine mem- 
bers, three appointed by each of these interests. 

The bill would also require Group Hospitalization 
to announce rate increases 90 days in advance. The 
commissioners would be given authority to then ap- 
prove or disapprove the increase after public hear- 
ings were held. 

Sen. Morse has announced that a redraft of this 
bill for introduction in Congress during the next 
session may give the commissioners even broader 
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jurisdiction in rate setting. He indicated agreement 
with Robert E. McLaughlin, president of the board 
of commissioners, that the commissioners should. be 
given authority to roll back existing Group Hospi- 
talization rates.as well as determine rate increases, 
and that they presently have authority to.examine 
pertinent books and records. 


States to Run Study Aid Program 


Proposed withdrawal of federal administration of 
the practical nurse program was announced by 
Health, Education, and Welfare Secretary Arthur S. 
Flemming at his third press conference since Con- 
gress adjourned. He took the opportunity to an- 
nounce plans for cutting back federal participation 
in water-pollution-control programs .and some vo- 
cational education projects, including the practical 
nurse program. 

Secretary Flemming favors turning back certain 
health and welfare programs to the state. States will 
be asked to carry a greater share of the fiscal burden 
of these programs under a plan whereby the federal 
government would forego 30 per cent of the present 
federal telephone tax in order that this source of 
revenue would be available to the states. This is the 
same scheme put forward by President Eisenhower 
in his budget message last year. In addition however, 
Secretary Flemming also announced that a new 
sliding-scale formula would be used to distribute 
federal grants among the states, with relatively 
larger grants going to the lower income states. 

In his prepared statement, Secretary Flemming 
said the new formula “would make available to the 
states approximately $145 million in federal revenue 
to cover the cost of the present $85 million in annual 
federal grants for waste-treatment construction and 
vocational education.” 

The secretary went on to explain that each state 
would receive more than the value of the present 
federal grants for these programs. Under his plan, 
Flemming said, “the states would be expected to 
assume responsibility for supporting and adminis- 
tering these two programs.” 


Graduate Nurse Traineeships 


Doubled federal appropriations for graduate nurse 
training will permit 39 additional schools of nursing 
to receive federal traineeship funds this year. 

Sixty schools have already received federal funds 
during the first two years of the program. 

The Public Health Service announced that an esti- 
mated 1500 registered nurses will receive traineeship 
grants under the $6 million appropriated by Congress 
for fiscal 1959. The previous year’s appropriation was 
$3 million. 

Meanwhile, a report based on the recommendations 
of nursing and health leaders for extension and 
possible changes in the traineeship program is being 
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prepared for presentation to Congress in January. 
The three-year program will expire next summer 
unless Congress votes to extend it. 

The traineeships are awarded for graduate study 
by professional nurses interested in upgrading their 
training for administrative and teaching positions. 
PHS announced that a limited number of this year’s 
traineeship awards will be given to registered nurses 
now enrolled in baccalaureate programs in nursing. 

The 39 schools of nursing which will receive 
traineeship funds for the first time this fiscal year 
are: 

Alabama: School of Nursing, Tuskegee Institute, 
Tuskegee. 

Arkansas: School of Nursing, University of Ar- 
kansas, Little Rock. 

California: School of Nursing, Chico State College, 
Chico; School of Nursing, San Francisco State Col- 
lege, San Francisco; School of Nursing, San Jose 
State College, San Jose; School of Nursing, Univer- 
sity of San Francisco, San Francisco. 

Colorado: School of Nursing, Loretto Heights Col- 
lege, Loretto; School of Nursing, University of Den- 
ver, Denver. a 

Connecticut: School of Nursing, University of 
Bridgeport, Bridgeport. 

District of Columbia: School of Nursing, George- 
town University. 

Florida: School of Nursing, University of Miami, 
Coral Gables. 

Illinois: School of Nursing, Loyola University, Chi- 
cago; School of Nursing, University of Illinois, Chi- 


Kentucky: School of Nursing, Nazareth College, 
Louisville. 

Louisiana: School of Nursing, Louisiana State Uni- 
versity, New Orleans; School of Nursing, Northwest- 
ern State College, Natchitoches. 

Mississippi: School of Nursing, University of Mis- 
sissippi, Jackson. 

Missouri: School of Nursing, College of St. Teresa, 
Kansas City; School of Nursing, University of Mis- 
souri, Columbia. 

New Hampshire: School of Nursing, St. Anselm’s 
College, Manchester. 

New Jersey: College of Nursing, Rutgers Univer- 
sity, Newark; School of Nursing, Seton Hall Uni- 
versity, Newark. 

New York: School of Nursing, Adelphi College, 
Garden City; School of Nursing, Russell Sage Col- 
lege, Troy; School of Nursing, State University Teach- 
ers College, Plattsburg; School of Nursing, Wagner 
College, Staten Island. 

North Carolina: Division of Nursing Education, 
Duke University, Durham. 

Ohio: School of Nursing, College of Mt. St. Joseph- 
on-the-Ohio, Mt. St. Joseph. 

Pennsylvania: School of Nursing, Duquesne Uni- 
versity, Pittsburgh; School of Nursing, Villanova 
University, Villanova. 

South Carolina: School of Nursing, University of 
South Carolina, Columbia. 

Tennessee: School of Nursing, University of Ten- 
nessee, Memphis. 

Texas: School of Nursing, Baylor University, Waco: 
School of Nursing, Incarnate Word College, San An- 
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tonio; School of Nursing, Texas Christian University, 
Fort Worth. 

Utah: School of Nursing, University of Utah, Salt 
Lake City. 

Virginia: School of Nursing, University of Virginia, 
Charlottesville. 
. Washington: School of Nursing, Seattle University, 
Seattle. 

Hawaii: School of Nursing, University of Hawaii, 
Honolulu. 


VA Building Program Spurred 


Expenditures of approximately $70 million, includ- 
ing record sums for renovation projects, are to be 
made this fiscal year by the Veterans Administration. 

While construction expenditures will not be as 
large as those in the postwar construction spurt, they 
will surpass any since 1951. Congress also appropri- 
ated more funds for VA inpatient care than had been 
requested in the proposed budget. 

Of the $70 million for 1959 construction, $30 mil- 
lion will go for renovation and modernization. This 
represents the largest VA renovation program of any 
year. The remaining $40 million will go for new and 
replacement hospital construction during 1959. 

Congress added $10 million more than requested 
in the budget, specifically to accelerate modernization 
and improvement. It did so upon recommendation of 
the House Appropriations Committee. The committee 
reported that it “cannot understand why it is taking 
so long to make any progress with the hospital reno- 
vation program.” It stated that it “will expect an in- 
creased number of projects to proceed into construc- 
tion without delay and will review the situation next 
year.” 

VA’s $70 million construction program for fiscal 
1959 is $6 million more than was spent for this pur- 
pose in fiscal 1958, and $48 million more than in 1957. 
The 1959 sum is the highest since the $104 million 
spent in 1951. The postwar peak was $225 million 
in 1948. 

The 1958 sum included $20 million for renovation, 
$17 million of this going for large scale modernization 
programs, and the remaining $3.4 million for smaller 
projects. More than $41 million was spent during 1958 
for new and replacement construction and some $2 
million for portable hospital equipment. 

Even with the record 1959 construction, VA does 
not expect to appreciably raise its current level of 
approximately 121,000 operating beds. Some beds, 
such as those in tuberculosis facilities, are being 
closed and many new construction projects will not 
be completed within the year. Democratic members 
of the ever vigilant House Veterans Affairs Commit- 
tee are again preparing to introduce their bill to set 
a statutory limit of 125,000 operating beds for the 
Veterans Administration. This bill was introduced 
late in the last Congress and approved by the House 
Veterans Committee to indicate committee disagree- 
ment with VA policies on closing beds. 

In fact the increased appropriation for both VA 
hospital construction and inpatient care reflect the 
discontent of Democratic leaders in Congress with 
Eisenhower administration cutbacks on VA budgets. 
The Democratic Congress voted $8.3 million more 
for inpatient care in fiscal 1959 than had been re- 
quested. The 1959 appropriation was $715,465,000. 
This is $13.4 million more than the 1958 appropria- 
tion. Figures are for inpatient care in both VA hos- 
pitals and domiciliary facilities. 
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3 GROUPS IN DISPUTE— 


Wisconsin Health Plans’ 


Wisconsin hospitals, having given the state’s Blue Cross Plan a vote 
of confidence through the Wisconsin Hospital Association, are awaiting 
developments in the controversy which has enveloped the state’s three 
nonprofit health care plans for more than a decade. 

The three health care plans involved are (1) Associated Hospital 


Service (Blue Cross, operating 
State-wide) which is the sales 
agent for the second health care 
plan, Surgical Care, the Blue 
Shield Plan of the Medical So- 
ciety of Milwaukee County. Until 
last February, Associated Hospital 
Service was selling the third plan, 
Wisconsin Physicians Service of 
the State Medical Society of Wis- 
consin (also Blue Shield) through- 
out Wisconsin except for Milwau- 
kee. Before February, Surgical 
Care had been marketed in Mil- 
waukee County only. It is now 
sold state-wide. 

The dispute concerns the county 
society’s right to market Blue 
Shield on a state-wide basis, in 
the face of the state medical so- 
ciety’s announced opposition. An- 
tipathy between Wisconsin Phy- 
sicians Service and Blue Cross is 
also basic to the controversy. 

Most recent manifestation of the 
controversy was the Sept. 27 res- 
ignation of Dr. Jerome W. Fons 
from the presidency of the State 
Medical Society of Wisconsin dur- 
ing a special session of the society 
called to discuss the Blue Shield 
problem. 


DISCUSSION REJECTED 


Dr. Fons’ resignation was pre- 
cipitated by rejection by the state 
society’s House of Delegates of a 
resolution introduced by Dr. Fons 
which would have established a 
five-man lay committee as an ad- 
visory board for Wisconsin Phy- 
sicians Service to consult and dis- 
cuss mutual problems with a 
Surgical Care advisory group. 

Instead of adopting Dr. Fons 
proposal, the House, by a vote of 
55 to 22, favored a resolution spon- 
sored by the Dane County (Madi- 
son) Medical Society that there be 
established: 

“One Blue Shield Plan to serve 
the State of Wisconsin under the 
direction of the House of Dele- 
gates of the State Medical Society 
of Wisconsin, and 
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“That in deference to ‘home 
rule,’ any county society unit may 
operate a branch of the mother 
plan within that county society’s 
geographical limits and under the 
direction of the majority of the 
physicians practicing within those 
geographic limits.” 

The House also ruled that a 
county society selling its version 
of Blue Shield on a state-wide 
basis on Dec. 31, 1958, would face 
expulsion from the state organi- 
zation. Should the county group 
be expelled a rival county organi- 
zation might have to be estab- 
lished, the House stated. 


ISSUE OF LAW 


The county Blue Shield Plan 
contended that since it at one time 
received permission from the state 
society to operate a surgical-medi- 
cal plan on a state-wide basis, 
under state law the state group 
cannot retract its permission. 

Dr. S. A. Morton, president of 
the county society which repre- 
sents some 1100 of the state’s ap- 
proximately 4000 doctors, stated 
that his group would probably 
continue to sell Blue Shield out- 
side the Milwaukee area and, if 
necessary, hold back dues pay- 
ments from the state society. The 
State society gets approximately 
one-third of its income from the 
Milwaukee physicians. 

Charles H. Crownhart, secre- 
tary of the state medical society, 
a paid elected officer, said that the 
break with Blue Cross was made 
solely on the basis of economic 
factors and had nothing to do 
with the philosophy under which 
Blue Cross operates. In a May 9, 
1958, report on Blue Cross, Mr. 
Crownhart told the state society’s 
Council that “the greatest place 
where we are being overcharged 
today is in sales. They are charg- 
ing us $180,000 a year. Now here 
is the absurdity of the. situation. 
I go to... and I say, ‘.. . you are 


Rift Widens 


president of the company; I want 
you to buy Blue Cross,’ and he 
buys it. So Blue Cross charges it- 
self $.1142 for the installation, for 
putting that contract into effect. 

“Then after I have sold him on 
the concept of Blue Cross, I say, 
now let’s add to that policy, Blue 
Shield. That will help; that im- 
plements. So at that point the 
total cost becomes $.22. Perhaps I 
haven’t made myself clear, but it 
can’t cost twice as much to sell 
Blue Cross and Blue Shield as it 
does to sell Blue Cross only ... I 
assert on the basis of our own 
studies that today Blue Cross is 
making $60,000 or better clear 
profit out of that phase of its con- 
tract.” 

Mr. Crownhart also said that 
Blue Cross was demanding pay- 
ments for legal representation and 
other activities that Blue Shield 
did not want and that it was being 
charged a disproportionate rate for 
its share of the property taxes con- 
nected with Blue Cross’ new head- 
quarters building in Milwaukee. 

George J. Nauert, assistant ex- 
ecutive vice president of Associ- 
ated Hospital Service, and A. H. 
Luthmers, assistant executive sec- 
retary of Surgical Care (Milwau- 
kee Blue Shield), said that Mr. 
Crownhart used the cost issue as 
the means for breaking with Blue 
Cross and eventually would have 
found some way to break the 
agreement anyway (the cost issue 
was the only matter subject to 
negotiation in the self-perpetuat- 
ing contract). 


BILLING SYSTEM CRITICIZED 


They also said Mr. Crownhart 
is against Blue Cross because it 
refuses to pay doctors directly for 
services which are billed through 
the hospital (radiologists, anes- 
thesiologists, etc.). 

Mr. Crownhart said that he had 
asked Blue Cross to run a very 
precise comprehensive cost ac- 
counting study on its operations 
to determine what expenses were 
really applicable to Blue Shield 
functions. Blue Cross refused to 
undertake the special study be- 
cause of prohibitive costs. 
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Mr. Crownhart said he felt that 
the study had been rejected be- 
' cause. it would show that his Plan 
had been overcharged and that 
inefficiencies in operation would 
turn up. He said that of the three 
plans involved in the controversy 
his is the only one operating in 
the black. 

After the state Blue Shield’Plan 
dropped Blue Cross (February 
1958), the state Blue Shield Plan 
adopted a rider to its policy so 
that subscribers could. buy hos- 
pital and medical care together. 
The Blue Cross Plan, at the time 
not having a medical plan to offer 
on a state-wide basis, established 
Health Insurance Corporation, a 
stock-for-profit corporation ‘sanc- 
tioned by the state insurance com- 
missioner. The nonprofit plans 
themselves are not under the in- 
surance commissioner’s jurisdic- 
tion; Wisconsin is one of 10 states 
where this is true. 


Blue Cross reported that Wis- 
consin Physicians Service has in- 
curred a net loss of 28,000 sub- 
scribers to Surgical Care or HIC 
since the WPS-Blue Cross split 
took place. 


WPS, BLUE CROSS BILL SAME WAY 


Under its hospital rider, WPS 
still pays hospitals for services for 
which the hospital does the bill- 
ing (radiologists, anesthesiologists, 
etc.). Mr. Crownhart said that this 
system is being followed in recog- 
nition of the hospital-physician 
relationship that exists in many 
cases. He said he would like the 
system changed, but does not see 
such a change taking place soon. 


Mr. Nauert said Blue Cross fa- 
vored a system whereby diagnostic 
services would be billed through 
both Blue Cross and Blue Shield, 
with the hospital Plan paying for 
the hospital portion of the bill and 
the medical Plan paying for the 
medical doctor’s portion of the 
bill. 

Soon after the state society’s 
dissociation with Blue Cross, the 
Blue Shield Plan in Milwaukee 
expanded to cover the 10-county 
Milwaukee “trading area.” The 
county Plan later expanded to a 
state-wide operation after HIC 
was instituted. Although Blue 
Cross was meeting with success in 
selling HIC, the hospital Plan 
stated, it preferred to market a 
plan that belonged to doctors. Not- 
ing HIC’s success, Dr. Morton 
stated in a letter to Milwaukee 
County medical society members, 


the Milwaukee Plan agreed to 
state-wide distribution in order to 
keep control of medicine in the 
hands of doctors. 

When Surgical Care (Milwau- 
kee) was begun in 1943, three 
years before the state society came 
up with its own Blue Shield Plan, 
it was marketed state-wide. After 
the state Plan went into effect, 
the county Plan accepted Milwau- 
kee County as its sole sales terri- 
tory. 

Mr. Crownhart said that the 
county Plan was set up as an ex- 
periment of the state society and 
that the state group never in- 
tended to relinquish: its claim to 
the whole state for selling Blue 
Shield. He said the county had 
only one account during its first 
years and that the county’s pro- 
gram was underwritten by the 
state society. 


He also said that the state so- 
ciety had the right, under state 
law, to pass the resolution re- 
stricting county medical societies 
from selling health insurance plans 
outside their own counties. Blue 
Cress and the Milwaukee Plan 
cited the same law to show that 
the state society had the power to 
approve the county Plan origi- 
nally, but could not now withdraw 
its approval. 

In 1946 the American Medical 
Association was called in to act 
as arbitrator during a similar con- 
troversy. AMA suggested that a 
new Blue Shield Plan be set up 
with new personnel from outside 
either the state or county societies. 
The new plan’s headquarters of- 
fice was to be located anywhere in 
the state except Milwaukee or 
Madison. The compromise was 
never effected. ® 


SURGEONS HOLD CLINICAL MEETING— 


Medical Education Advisory Group Set Up 


“With the whole-hearted approval of [Health, Education, and Welfare] 
Secretary Arthur S. Flemming, I am inviting a group of national leaders 
in medicine, education and public affairs to serve as an advisory com- 
mittee to the Public Health Service on medical education. Leaders from 


major medical groups... 
tives of related health professions, 
education and leaders in public 
affairs.” 

With these words Surgeon Gen- 
eral Leroy E. Burney indicated 
the government’s intention to take 
up the reins of an expanding pro- 
gram of medical education. Dr. 
Burney spoke at the 44th annual 
Clinical Congress of the American 
College of Surgeons held in Chi- 
cago Oct. 6-10. 

“As a profession,” Dr. Burney 
told the surgeons, “we have been 
on the defensive in issues tangen- 
tial to the art and science of medi- 
cine and have adopted negative 
attitudes in solving social prob- 
lems when a positive attitude and 
leadership were needed... 

“We in the United States are 
falling behind in the race for med- 
ical manpower, month after month 
and year after year.” 

At the annual meeting, the med- 
ical profession was called upon to 
arrange a training program for 
ambulance attendants, the purpose 
of which would be improvement 
in the care of 10 million persons 
injured annually in the United 
States. 

Calling attention to the problem 
was Dr. George J. Curry, chief of 
the Section for Surgery of Trau- 
ma, Hurley Hospital, Flint Mich., 


will be asked to serve, as well as representa- 


during his delivery of the 26th an- 
nual Oration on Trauma. 

“If we are to expect maximum 
efficiency from ambulance attend- 
ants, a special training program 
must be arranged,” he said. “The 
curriculum should include a dis- 
cussion of illnesses and injuries 
ordinarily encountered, their 
emergency care and methods of 
transportation.” 

Dr. Curry also said that the few 
minutes saved in transporting an 
injured person at 60 miles per 
hour, compared with a speed of 30 
miles an hour, is not justified as 
borne out by 2500 cases at Hurley 
Hospital. There is more danger for 
the injured person in the high 
speed, he said, than in taking five 
more minutes to arrive at the hos- 
pital. 

Dr. William R. Laird, from 
Montgomery, W. Va., and Dr. E 
Payne Palmer Sr., from Phoenix, 
Ariz., were presented with the col- 
lege’s distinguished service award. 
Dr. Laird endowed and estab- 
lished the Laird Memorial Hospi- 
tal, Montgomery, W. Va., which he 
later donated to the Laird Foun- 
dation Inc., a nonprofit organiza- 
tion founded for relief of suffer- 
ing and advancement of medical 
education and research. Dr. Laird 
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*Improved motor assembly and simplified electrical installation ee 
result in lower manufacturing costs which are reflected favorably = 
in the prices of these new models. : 
: These suction and anesthesia units are totally explosion proof * 
and approved by Underwriters’ Laboratories, Inc. for use in os 
Class 1, Group C hazardous locations. All tubing, casters and es 
- 2 bumpers on the Bellevue and Printz models are of conductive - 


rubber. Motor units are rubber mounted, minimizing vibration. a 
Cabinets are insulated with Celotex to insure noiseless operation. os 


4 NEW IMPROVED BELLEVUE MODEL, CAT. No. 100-75. 


Now equipped with 32-ounce suction bottle for the exclusive 
use of the anesthetist in addition to the regular 1-gallon suction 
bottle and 32-ounce ether bottle. 


@ NEW IMPROVED PRINTZ MODEL SUCTION UNIT, 


Equipped with 1-gallon suction bottle and recessed suction 
gauge. Printz Model, Cat. No. 100-85 (not illustrated) has a 
32-ounce ether bottle in addition to the 1-gallon suction bottle. 


Printz Model, Cat. No. 100-87 (not illustrated) is same as 100-85 
but equipped with separate rotary compressors for ether bottle 
and suction bottle. 


4 NEW IMPROVED TOMPKINS MODEL SUCTION AND a 
ANESTHESIA UNIT, CAT. No. 100-10. = 
Complete with 32-ounce suction bottle, 16-ounce ether bottle, 


two-way by-pass valve and spray tube. Sklar Pump Table, Cat. | . 
No. 100-40 (not illustrated) mounted on conductive rubber cast- 
: ers, complete with utility drawer, shelf and rack for sprays and 
sinus cleanser. Tompkins Model for suction only, Cat. No. 100-15 
(not illustrated) is equipped with two 32-ounce suction bottles 
and no ether bottle. 7 
Standard color for all units is Sklar silver grey baked enamel. ey 
shar DESCRIPTIVE LITERATURE ON REQUEST 
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also founded the Summersville 
(W. Va.) Clinic, which. operates 
in conjunction with the hospital 
through, the foundation. 

Dr. Palmer, 82, was a founder 
fellow of the college and an origi- 
nator of its program of hospital 
standardization. He was a gov- 
ernor of the college for 28 years. 

Dr. Owen H. Wangensteen, 
chairman of the department of 
surgery, University of Minnesota 
Medical School, Minneapolis, was 
named president-elect of the col- 
lege. 

Dr. Newell W. Philpott, emeri- 
tus professor of obstetrics and 
gynecology, McGill University 
Faculty of Medicine, Montreal, 
was installed as president of the 
college. Dr. Philpott is also honor- 
ary consultant for the Royal Vic- 
toria Hospital, Montreal, Jewish 
General Hospital, Montreal, and 
Physicians’ Hospital, Plattsburgh, 


Groups Elect Officers 


‘Montana Hospital Association: presi- 
dent, Robert Howe, administrator, 
Billings Deaconess Hospital, Bil- 
lings; president-elect, Sister Mary 
Thomas More, administrator, St. 
Josephs Hospital, Lewistown; vice 
president, C. T. Holland, adminis- 
trator, Broadwater Hospital, 
Townsend; secretary-treasurer, Dr. 
William B. Talbot, administrator, 
Butte Community Memorial Hos- 
pital, Butte. 

American Society of Hospital Pharma- 
cists (to be installed at the group’s 
annual convention during the week 
of April 19, 1959): president-elect, 
William Heller, chief pharmacist, 
University of Arkansas Medical 
Center, Little Rock; vice president- 
elect, Vernon Trygstad, director of 
pharmacy service, Veterans Ad- 
ministration Department of Medi- 
cine and Surgery, Washington, 


N.Y. D.C.; treasurer-elect, Sister M. 
State Association Presidents _ 
COLORADO IDAHO 


CALIFORNIA 


JOHN W. HAYMAN 


HOWARD 8B. HATFIELD HARRY CLARK 
Administrator Director Administrator 
Long Beach Southwest Memorial Hospital Caldwell Memorial Hospital 
Community Hospital Cortez Caldwell 
Long Beach 
MISSISSIPPI VERMONT WEST VIRGINIA 


pe 


& 
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LESTER L. TUCK 


RALPH R. BETTS 


L. WADE COBERLY 


Administrator Administrator Administrator 
Jackson County Hospital Kerbs Memorial Hospital Davis Memorial Hospital 
Pascagoula St. Albans Elkins 
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director of pharmacy 
service at the St. Mary’s group of 
hospitals of St. Louis University, 
St. Louis. 


Berenice, 


Southeastern Society of Hospital Phar- 
macists: president, Gilbert Colina, 
chief pharmacist, Mercy Hospital, 
Charlotte, N.C.; vice president, 
Perry W. Cox, chief pharmacist, 
Carraway Methodist Hospital, Bir- 
mingham, Ala.; secretary-treas- 
urer, Mary Wernersbach, chief 
pharmacist, Mt. Sinai Hospital, 
Miami Beach, Fla. . 


Medical Care Costs Continue 
At Head of U. S. Price Index 


Medical care continued to be the 
highest single category in the con- 
sumer price index, according to 
statistics released on August prices 
by the U. S. Bureau of Labor Sta- 
tistics. 

Medical care was up .4 per cent 
in August (to 145) compared with 
July. The average for the years 
1947-49 equals 100. The next high- 
est category on the index was 
transportation at 141. 

The rise in medical care, the 
bureau stated, reflected higher 
premiums for group hospitaliza- 
tion insurance in three small cit- 
ies, higher fees for professional 
and hospital services, and in- 
creased prices for prescriptions 
and drugs. . 


Blue Cross Hospital Care _ 
Expenditures Hit New High 


An all-time high in expenditures 
for hospital care for Blue Cross 
subscribers was recorded during 
the first six months of 1958 by the 
83 approved Blue Cross Plans. The 
announcement was made by the 
Blue Cross Commission. 

More than $690 million of total 
income was expended for hospi- 
talization costs. U.S. Plans spent 
$647,952.286, or 100.45 per cent 
of income, for hospitalization care. 
Canadian Plans spent $42,055,591, 
or 97.12 per cent of income, for 
hospitalization care. 

The percentage of operating ex- 
pense reached a new low, the Com- 
mission reported, with 5.92 per 
cent of total income expended for 
this purpose. Operating costs of 
U.S. Plans during the first six 
months of 1958 represented 5.99 
per cent of their total income, com- 
pared with operating costs of 6.04 
per cent for the first six months 
of 1957. Operating costs for Can- 
ada represented 4.85 per cent of 
total income, the Commission 
stated, compared with 5.47 per 
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Meeting with a hospital committee is typical of the “a 
Vestal man’s thoroughness and willingness to help the 
hospital achieve “positive results” in reducing cross infection. 
Products that are performance proven are a necessity in any pare 
successful aseptic program. Vestal offers the hospital ae 
just such a family of products, each proven against 


resistant STAPH. SEP//SOL Antiseptic 

Surgical Soap; « STAPHENE Germicide; 

e VESPHENE Germicide detergent. 

Don’t accept less than “positive results” 

in your aseptic program, See your 
Vestal man on his next call. He 
is always available to give you 
skilled assistance. 


Pharmaceutical Division 
VESTAL LABORATORIES INC. 4963 MANCHESTER AVE. ° ST. LOUIS 10, MISSOURI 


JERSEY CITY, NEW JERSEY MODESTO, CALIFORNIA 
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cent for the same period a year 
ago. 

During the second quarter of 
1958, reserves of U.S. Plans 
dropped 6.44 per cent of total in- 
come, compared with a 2.07 per 
cent decrease for the second 
quarter of 1957. Reserves for Ca- 
nadian Plans also dropped, de- 
creasing by 1.97 per cent of total 
income, compared with a .75 per 
cent increase during the same pe- 
riod in 1957. 


Hospitals Defend Blue Cross 
In Grand Jury Investigation 


Hospital administrators in many 
parts of South Carolina have come 
to the defense of Blue Cross, fol- 
lowing a recommendation by an 
Orangeburg, S.C., grand jury that 
discounts by hospitals to Blue 
Cross for bills paid on behalf of 
Plan subscribers be discontinued. 

The grand jury recommendation 
was made during investigation of 
charges concerning rising costs at 
Orangeburg (S.C.) Regional Hos- 
pital. 

If the practice of allowing dis- 
counts to Blue Cross is not dis- 
continued, the grand jury recom- 
mended, legislative action should 
be taken. The grand jury found 
that charges for service at the 
Orangeburg Regional Hospital 
were essentially the same as those 
in other hospitals. 

In calling for discontinuance of 
the discount policy, the grand jury 
Stated that “of course any discount 
given Blue Cross has to be made 
up by other patients...” 


Charles C. Boone, in a statement 
after announcement of the jury’s 
recommendation, said that hospi- 
tal-Blue Cross monetary arrange- 
ments are based on sound business 
principles and do not penalize pa- 
tients who are not members of the 
Plan. Mr. Boone is president of 
the South Carolina Hospital Asso- 
ciation and administrator of Barn- 
well (S.C.) County Hospital. 

He said the financial arrange- 
ments are “based on the sound 
business principle that it costs a 
vendor less to sell a carload of 
merchandise than to sell the same 
merchandise piece by piece. 

“Bulk sales of a product reduce 
bad debt losses, reduce collection 
expenses and reduce clerical costs. 
The net result of these savings is 
that it costs hospitals less to pro- 
vide care for Blue Cross subscrib- 
ers than to the average self-pay 
patient. 
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H. E. Hamilton, administrator of 
Spartanburg (S.C.) General Hos- 
pital, said Blue Cross is important 
to hospitals because “we are as- 
sured a spot cash payment” on all 
allowances for which Blue Cross 
has agreed to pay and “we do not 
have to worry about collections 
allowed because this plan is... 
unassignable except to the hos- 
pital.” 


DISCOUNT LIMITS 


Ray Everett, assistant adminis- 
trator of Roper Hospital, Charles- 
ton, S.C., said that contrary to the 
jury’s report “Blue Cross does not 
receive a discount on all bills paid 
by them to South Carolina hospi- 
tals. A discount is given on bills 
for hospitalized inpatients with 
the exception of hospitalized diag- 
nostic cases. Also no discount is 
given on bills for outpatient serv- 
ices to nonhospitalized patients. 

The Orangeburg Times and 
Democrat, in an editorial express- 
ing confidence in the management 
of the Orangeburg Regional Hos- 
pital, stated: “since our hospital 
is a nonprofit operation, the 
charges to Blue Cross are full 
charges, for every penny of actual 
cost. Since the amount is collected 
fully, without any losses due to 
nonpayments, etc., the hospital ac- 
tually realizes more money from 
this 49 per cent of its patients 
[those having Blue Cross policies | 
than it does from the other 51 per 
cent, who are not under Blue 
Cross.” ad 


Advisory Committee Named 
To Assist New AHA Service 


The American Hospital Associa- 
tion has appointed an advisory 
committee to its newly created 
Community Re- 
lations Service 
for Hospitals. 

Dr. Edwin L. 
Crosby, director 
of the Associa- 
tion, said the 
committee, with 
Duncan D. Sut- 
phen Jr., New 
City, 
chairman of 
Materials De- 
velopment, as chairman, will in- 
clude: George Bugbee, president 
of the Health Information Foun- 
dation, New York City; Alfred S. 
Dashiell, managing editor of the 
Reader’s Digest; Ray Mackland, 
picture editor of Life magazine, 
and John H. Tinker Jr., senior vice 
president of McCann-Erickson 


MR. SUTPHEN 


- 


MR. MACKLAND MR. TINKER 
Inc., New York City, advertising 
agency. Daniel S. Schechter, chief 
of the Public Information and Ed- 
ucation Division of the American 
Hospital Association, is also a 
member of the committee and will 
serve as its secretary. 

The Community Relations Serv- 
ice will provide graphic arts ma- 
terials and other public relations 
aids for use by hospitals and their 
communities. Dr. Crosby said it 
was anticipated that the service 
would be made available for use 
in hospitals in 1959. 

The project will be financed in- 
itially by funds allocated by the 
Hospital Research and Educational 
Trust, an independent organiza- 
tion created by the American Hos- 
pital Association for research and 
educational activities. Continua- 
tion of the program will be sup- 
ported by nominal subscription 
fees from hospitals which use the 
service. 

Mr. Sutphen, whose appoint- 
ment as chairman of Materials De- 
velopment was announced in May, 
has been associated with the hos- 
pital field since 1942 and is cur- 
rently president of the board of 
Phelps Memorial Hospital, North 
Tarrytown, N.Y. He was for many 
years president of the Gotham Ad- 
vertising Co. in New York City 
and has offices at 342 Madison 
Ave., New York City. . 


Commercial Insurance Firm 


Offers New Policy for Aged 


Continental Casualty Company 
of Chicago is offering a noncan- 
cellable hospital-surgical insurance 
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Best Way: On a Burroughs Sensimatic Accounting Machine 


Naturally! When you do patient accounting on a Sensi- 
matic, you cut clerical costs, clerical work to a new 
minimum. 


e HANDLE SERVICE CHARGE SLIPS ONCE. Sensi- 
matic’s 19 memory units accumulate charges of each 
department during daily posting of patients’ state- 
ments. Day-end totals? A simple matter of letting the 
machine automatically distribute these stored-up totals 
to the proper accounts. 


e QUICKLY PROCESSED, ITEMIZED PATIENTS’ 
BILLS show charges to patient and to insurance com- 


Send for this free booklet: 
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Burroughs 
“NEW DIMENSIONS | in electronics and data prectesing 


pany. The neat, understandable carbon duplicate 
usually satisfies insurance company requirements. 


SIMPLICITY, FLEXIBILITY OF OPERATION. 
Newly trained operators quickly master the Sensimatic, 
can soon use it to perform other accounting jobs— 
inventory, accounts payable, budget and payroll. 


Each of these advantages is a money-saving step toward 
the time when the Sensimatic will have paid for itself— 
and it doesn’t take long! Call our nearby branch today 
for full details and a free demonstration. Burroughs 
Corporation, Burroughs Division, Detroit 32, Michigan. 


Burroughs and Sensimatic—T M's 


Corporation 


“Burroughs Accounting Plans for Hospitals” 


103 


BURROUGHS 
oT 
— 
115 25.40-1 25.200 
1450. 1520 2000 42 775 13.50 60.73 
11.50 1200414 600 
Mes 300 14.50 100074 
16.00 325 645 740¢1 245 
220 114.50 a 21145 
11.50 aA 223.558 
A 16690~-2 
> 
. | 
= 
: 
Z if 


policy to persons 65 yéars of age 
and older. 

To gain the effect of group par- 
ticipation, the insurance policy is 
being sold for a limited time in Il- 
linois, Indiana, Iowa, and Wiscon- 
sin only. 

The monthly premium is $6.50. 
Coverage provided includes hos- 
pital room and board charges up 
to $10 per day for as long as 31 
days for each accident and sick- 
ness, charges for special hospital 
services up to $100, and fees for 
surgical operations listed in the 
surgical schedule from $5 to $200. 

The policy imnmediately covers 
hospital or surgical treatment of 
any injury or disease for which 
prior medical advice or treatment 
had not been received and all acci- 
dents and sickness after the policy 
has been in force for six months. 

Although individual policies can- 
not be canceled, Continental has 
reserved the right to cancel the 
entire program for all who pur- 
chase the policy if experience in 
the category of coverage is poor. 

Blue Cross Plans now have ap- 
proximately one-third, or five mil- 
lion, of the over-65 age group en- 
rolled in their Plans. . 


Air Force Gen. Armstrong 
Retires After 30 Years 


Major General Harry G. Arm- 
strong, Air Force medical corps, 
has retired after almost 30 years 

of military 
service. He was 
Air Force sur- 
geon general 
from December 
1949 to June 
1954. 

Gen. Arm- 
strong was a pi- 
oneer in avia- 
tion and space 
medicine and is 
the author of 
“Principles and Practices of Avi- 
ation Medicine,” a standard text- 
book on aviation medicine in use 
throughout the world. As com- 
mandant of the Air Force School 
of Aviation Medicine, Gen. Arm- 
strong established the first Depart- 
ment of Space Medicine. 

He has been the recipient of 
numerous awards from the U.S. 
government, universities, and pro- 
fessional organizations concerned 
with aviation and medicine. Gen. 
Armstrong holds fellowships or 
honorary fellowships in 11 pro- 
fessional aviation and medical or- 
ganizations and has been honored 
by six foreign governments for 
his work. 


GEN. ARMSTRONG 
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Retirement Annuity Plan 
Begins at Two Hospitals 


Employees at Southern Baptist 
Hospital, New Orleans, and Bap- 
tist Memorial Hospital, Jackson- 
ville, Fla., are now covered by a 
retirement annuity program. 

The program was approved by 
the board of directors that oper- 
ates the two institutions and went 
into effect July 1, Raymond C. 
Wilson, Southern Baptist Hospital 
administrator, reported. 

All full-time employees 30 years 
of age or more, with at least three 
full years of service and who were 
on the payroll as of July 1 are 
eligible for participati8n in the 
plen. Other full-time employees 


will become eligible for participa- 
tion on the July 1 after they meet 
the eligibility requirements. 

The hospitals will pay for the 
entire cost of the program for all 
employees whose annual salary is 
not more than $6000. The cost to 
those with salaries of more than 
$6000 per year is computed at the 
rate of 6.5 per cent of the annual 
salary in excess of $6000. Contri- 
butions are being handled on a 
payroll deduction basis. 

Employees become eligible for 
normal retirement income at age 
65, although an employee with 10 
or more years of service may re- 
tire, with the hospital’s consent, 
any time after he reaches his 55th 
birthday. ad 


CALIFORNIA 
$an Diego—Sixty-two bed Doc- 
tor’s Hospital is nearing comple- 
tion. The estimated construction 
cost is $800,000. 
CONNECTICUT 
Bridgeport——A $450,000 addition at 
St. Vincent’s Hospital is nearing 
completion. 
New Haven—Construction has 
begun on the 50-bed Municipal 


CONSTRUCTION of a 
2-story building to 
house New York Hos- 
pital’s outpatient de- 
partment, emergency 
department, and part 
of the radiology fa- 
cilities, has begun. 
A campaign to raise 
$8 million for con- 
struction and endow- 
ment of the new 
building, named in 
honor of Dr. Connie 
Guion, a member of 
the hospital's medica! 
staff for 40 years, 
has been launched 
by the hospital. The 
new unit is the first 
major structural ad- 
dition to the main 
hospital since the 
New York Hospital- 
Cornell Medical Cen- 
ter was built in 1932. 
Foundations are be- 
ing constructed to al- 
low for future ad- 
ditional stories if 
needed. Large areas 
of glass have been 
incorporated into the 
design of the lime- 
stone facade to shed 
light on the waiting 
rooms. Thin prefab- 
ricated metal parti- 


Construction News 


Convalescent Home. Estimated 
construction cost is $381,788, with 
a total of $445,000 estimated for 
the whole project. 
Wallingford—Masonic Home and 
Hospital is spending an estimated 
$180,000 on a remodeling program 
which is to add 40 beds to the in- 
stitution’s capacity. As part of the 
program there will also be com- 
plete new medical facilities, oper- 


Architect: Rogers and Butler 


tions will allow flexibility in the use of floor space, enabling rapid changes in the layout 
to accommodate changing space requirements. The entire structure is to be centrally air-condi- 
tioned and equipped with acoustical ceilings and fluorescent lighting. Modernization and 
coordination of the hospital's semiprivate and pavilion admitting departments are to take place. 
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May 22, 1958. Suddenly, clouds of inky smoke and 
roaring towers of flame boiled up from an oil refinery 
near Long Beach, Calif. Wholesale death and injury 
seemed a certainty. Fortunately, casualties were light. 

But, Long Beach already was preparing for any 
community catastrophy as well as the everyday health 
emergencies confronting families of any typical Amer- 
ican City. 

Months before, the hospital administrators had sur- 
veyed their facilities and embarked upon an extensive 
expansion and modernization program. They called in 


FIRE Signal Hill 


AMERICAN CITY BUREAU to organize and direct a 
United Hospitals Appeal. The goal—$4,000,000. The 
amount raised—$4,000,000 and more. Ample funds 
for the up-to-date equipment and facilities essential to 
better service under any condition. 

The Signal Hill fire dramatically demonstrates the 
importance of being prepared. The Long Beach Ap- 
peal evidences the sensible judgment of united action 
to meet all hospital needs. For the benefits of extensive 
experience in united enterprise consult AMERICAN CITY 
BUREAU . . . FUND-RAISING is OUR BUSINESS. 


Write for our informative brochure, “UNITED HOSPITAL APPEAL.” 


| American City Bureau 


(Established 1913) 


3520 Prudential Plaza, Chicago 1, Illinois 
470 Fourth Avenue, New York 16, New York 


Also West Coast Representatives 


FOUNDING MEMBER AMERICAN ASSOCIATION OF FUND-RAISING COUNSEL 
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ating room, laboratory, drug room, 
examination rooms, physical ther- 
apy department, and nurses work 
rooms. 
FLORIDA 
Bartow—-A $600,000 addition and 
remodeling program at Bartow 
Memorial Hospital, which is to add 
79 beds to the hospital, is nearing 
completion. 
ILLINOIS 
Evanston—Nearing completion at 
Evanston Hospital is a $5 million 
addition and remodeling program, 
which is to add 190 beds to the 
hospital’s capacity. 
Rosiclare—Twenty-five bed Har- 


din County General Hospital is 
nearing completion. The new hos- 
pital, which is being constructed 
so that it can be expanded to 
32 beds, is to cost an estimated 
$630,000. 
INDIANA 
Salem—-Washington County Me- 
morial Hospital is nearing comple- 
tion of its addition and remodeling 
program. The project, to cost an 
estimated $500,000, will add 43 
beds to the hospital. | 
LOUISIANA 
Natchitoches—-Work is being com- 
pleted on 62-bed Natchitoches Par- 
ish Hospital. The unit is being built 


New York, N. Y. 


the appointment of 


BRADFORD D. ANSLEY 


Director of Development and Public Relations, 
Emory University 


MOIR P. TANNER 
Director, Children’s Hospital! 
Buffalo, N. Y. 


to the Board of Directors of 
G. A. BRAKELEY & Co., INc. (New York). 
Mr. Ansley and Mr Tanner join: 


GEORGE A. BRAKELEY 


Vice President Emeritus, 
Princeton University 


WILLIAM D. CARROLL 
Shearman and Stcrling 
and Wright, Attorneys 


¢ 
J. ALFRED GUEST 
Secretary, The Alumni Council 
of Amherst College 


ALAN W. MacCAR THY 
Director, Development Council, 
University of Michigan 


DONALD T. SHEEHAN 


Director, Public Relations, 
University of Pennsylvania 


RICHARD D. VANDERWARKER 


Vice President and General Manager, 
Memoria! Center for Cancer and 
Allied Diseases 


at an estimated cost of $1 million. 
MASSACHUSETTS 

Bedford—-A 180-bed admission 
and treatment building is being 
built at the Veterans Administra- 
tion Hospital at an estimated cost 
of $2.8 million. 

Gloucester—An $855,000 addition 
to Addison Gilbert Hospital is 
nearing completion. The new unit 
is to have 36 beds, and laboratory, 
x-ray, and operating room facil- 
ities. 

MICHIGAN 

Kalamazoo—Remodeling at Bron- 
son Methodist Hospital is nearing 
completion. The project, which will 
make 50 beds available for chronic 
illness patients plus adding a re- 
habilitation center, is to cost an 
estimated $404,000. 

Pontiac—Pontiac General Hospital 
will have 330 beds after its $5 
million remodeling project, pres- 
ently under way, is completed. 

Tecumseh—-A $300,000 addition at 
Herrick Memorial Hospital is to 
contain 25 beds, a new kitchen, 
and an employee’s lounge. 

MISSOURI 

North Kansas City—North Kansas 
City Memorial Hospital was re- 
cently completed at an estimated 
cost of $1.2 million. The new facil- 
ity has 80 beds. A 20-bed addition 
was completed after the main unit 
was put into operation. 

MONTANA 

Billings—A $1,150,000 addition 
and remodeling program is under 
way at St. Vincent’s Hospital. 
Twenty-eight beds and laboratory, 
surgery, outpatient, and rehabili- 
tation facilities are being added. 

NEW YORK 

New York—Fifty-bed New York 
Foundling Hospital is being con- 
structed at a cost of $8 million. 

OHIO 

Doyton—Under construction at 
Dayton Children’s Psychiatric Hos- 
pital is a 100-bed childrens’ psy- 
chiatric unit. The estimated cost is 
$1.5 million. 

Toledo—Toledo State Hospital is 
nearing completion of a 100-bed 
addition to the institution’s receiv- 
ing hospital and therapy unit. Es- 
timated cost of the project is $500,- 
000. 

OKLAHOMA 

Oklahoma City—Some $40,000 is 
being spent to add a dietary de- 
partment to St. Vincent’s Home 
for the Aged. 

OREGON 

Salem—-Salem Memorial Hospital 
is building a $675,000 addition to 
contain a receiving department, 
x-ray unit, central service section, 
laundry, psychotherapy equipment, 
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Nurse, 
when will my 
doctor be here? 


Executon 


Add AUDIO 


to your present 


VISUAL nurse call syste 


of corridor domelights 


He's expected 


shortly, 
Mrs. Jones 


e’s DEPENDABLE Audio Viewa 


Nurse Call System Cuts Foot Travel in Half! 


Easily and quickly added to your present visual domelight 
system, Executone frequently uses existing conduits or 
raceways—providing you with a modern Audio-Visual 
Nurse Cal] System! All accomplished with no interruption 
of service during installation! 


Many hospitals—old and new—are discovering the econo- 
my and efficiency of Executone’s Audio-Visual system. 
More patients are handled with less effort, in less time! 
One hospital reports that Executone has reduced operating 
costs 8% per bed. /t is an invaluable aid in relieving the 
nurse shortage. 

By pressing a bedside button, the patient activates signals 
at three locations—chime and light on nurse’s control sta- 
tion, corridor domelight, buzzer and light on duty stations. 
The nurse presses key to reply. . . Executone’s Call Sys- 
tem may be installed complete, added to existing dome- 
light systems, or installed without domelights. 
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Just off the press! 


“Better 
Patient Care” 


How Executone communica- 
tions help hospitals improve 
patient care and make maxi- 
mum use of nursing time and 
skills. Includes a summary of 
time and motion studies of 
Executone Audio-Visual Nurse 
Call Systems made by the Surgeon Generals’ offices of the 
Army and Air Force. Also described and illustrated 

are Doctors’ Paging Systems, Bedside Radio-Sound Systems, 
Departmental Administrative Systems. Send in the coupon 
below for your complimentary copy. 


EXECUTONE, INC., Dept. 8-10, 415 Lexington Ave., New York 17, N.Y. 
Without obligation, please send me a complimentary copy of “Better 
Patient Care.” 


Name Tithe 


City State 
In Canada: 331 Bartlett Avenue, Toronto 
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central supply, pharmacy, clinical 
laboratory, and surgical suite. 
PENNSYLVANIA 

Philadelphia—Ninety-bed Juniata 
Park Medical Center and Hospital 
is being constructed at a cost of 
approximatély $600,000. 

Scranton—Some 150 beds are be- 
ing added to Mercy Hospital at an 
estimated cost of $2.1 million. 

Sellersville—-A 60-bed addition is 
under construction at Grandview 
Hospital. The addition, to cost an 
estimated $900,000, will also con- 
tain operating suite, administrative 
offices, laboratory facilities, and a 
new boiler house and heating sys- 
tem. 

West Chester—Twenty beds for 
psychiatric inpatient care of chil- 
dren will be added to Oakbourne 
Colony Hospital during the remod- 
eling program there. Cost of the 
project is approximately $270,000. 

RHODE ISLAND 

Providence—Providence Lying In 
Hospital is adding 75 beds and an- 
cillary services in a $2.1 million 
addition and remodeling program. 

TEXAS 

Houston—Construction is being 
completed on a $795,000 addition 
at the University of Texas M.D. 
Anderson Hospital and Tumor In- 
stitute. 


} 


amt 


A NEW Air Force hospital was recently completed at Scott Air Force inal ill. The five-story 
reinforced concrete structure is air-conditioned and has 250 beds. The hospital is expandable 
to 500 beds by the addition of another wing. It is a tuberculosis and thoracic surgical center 
for the Air Force Medical Service. its other services include general medicine and surgery, 
orthopedics, opthalmology, otolaryngology, pediatrics, obstetrics and gynecology, and neurology. 


Architect: Ellerbe and Co. 


A $1.1 MILLION addition to Carle Hospital Clinic, Urbana, Iil., is scheduled for com- 
pletion in mid-1959. Total area of the 3'/. story building is 47,500 square feet. It will 
be connected by passageway to the medical-maternity hospital and the surgical and pedi- 


atric hospital building now on the site. 


A parking lot is being expanded from its 


present 350-car capacity to 550 cars. The new unit will be completely air-conditioned. 
Gravity chutes and vertical lifts will carry records to and from various control desks 


to the record department. Exterior surfaces 


ore brick, glass, and concrete columns. 


Thirty-seven physicians are planning to rent the new facility on a group basis. 


VIRGINIA 


Hopewelli—-Some 39 beds are be- 


ing added during an $845,000 addi- 
tion and remodeling program at 
John Randolph Hospital. 

Newport News—Whittaker Memo- 
rial Hospital is adding 30 beds dur- 


DIACK 


Since 1909 


The Little Diack is the 
sign of steam penetration 
to the center of an auto- 
claved bundle of dress- 


ings. 


There is no substitute for perfect routine and a carefully 
trained autoclave operator—but unless Diacks are used this 
routine may be broken one day and infected patients can be 
the result. . . . For 49 years Diack controls have been the 
choice of hospital people who know they can achieve proper 
sterilization of dressings day in and day out only a 
routine use of Diack sterilizer controls. 


SMITH & UNDERWOOD 
ROYAL OAK, MICHIGAN 
Sole Manufacturers of Diack Controls and Inform Controls 


ing its addition and remodeling 
program. Estimated cost of the 
project is $722,000. 
Norfolk—-Facilities for 67 beds, 
35 pediatric and 32 medical and 
surgical, are under construction at 
DePaul Hospital. The addition and 
remodeling project is to cost ap- 
proximately $1.4 million. 


WASHINGTON 

Seattle—A 25-50 bed unit, to cost 
more than $700,000, is under con- 
struction at Seattle General Hos- 
pital. Surgical facilities will also 
be included in the addition. 

Tacome—Madigan Army Hospital 
is undergoing an addition and re- 
modeling campaign which will add 
a 23-bed recovery ward and physi- 
otherapy clinic at an approximate 
cost of $143,395. 


WISCONSIN 
Hartford—St. Joseph’s Hospital 
is undergoing a remodeling pro- 
gram which is to add 20 beds to 
the hospital’s facilities and enlarge 
its services. Estimated cost of the 
project is $928,000. 


Hospital association meetings 
(Continued from page 6) 


AHA INSTITUTES 


(THROUGH DECEMBER 1958) 


Medical Record Library Personnel——No- 
vember 3-7; Chicago (LaSalle Hotel) 

Nursing Service Administration — No- 
vember 3-7; Philadelphia (Bellevue- 
Stratford Hotel) 

Physical Therapy -— November 10-14: 
Kansas City, Mo. (Bellerive Hotel) 
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YOU'RE NEVER 
IN DOUBT 
WHEN IT’S 


Clean: 


In the laboratory or hospital, just 
“clean” isn’t good enough. Make sure 
your glassware and equipment are 
“ Alconox-Clean.” 


Proven best by test* for over 20 years: 
* for wetting power! 

* for sequestering power! 

* for emulsifying effect! 


Box of 3 ibs. $1.95 
Case of 12 boxes — . 
3 ib. ea.. $18.00 
Available in drums of 25, 
50, 100 ond 300 Ibs. ot 
additional savings! 
(Prices slightly higher 
West of the Rockies) 


SAVE TIME | 
AND MONEY! 


ALCONOX 


The World's Most Thorough Cleaner — 
Yet it costs up to 75% less! 


Eliminates tedious scrubbing — 


Penetrates irregular and inacces- 
sible surfaces — Removes dirt, 
grease, grit, blood, tissue, etc. 
with amazing ease — Completely 
soluble and rinsable — Gentle to 
the skin — 


Use ALCOJET 

For all equipment 
washed by machine 

Box 5 ibs..... .$3.00 

Case of 6 boxes — 

5 Ibs. $15.00 
Available in drums of 
25. 50, 100 and 300 
ibs. at aedditienal 
| savings! 

(Prices slightly higher 
West of the Rockies) 


Clean Pipettes in one 
easy operation with 
ALCOTABS — for all pi- 


Order from your Supplier 
or ask him for samples. 


ALCONOX, 


853 Broadway, New York 3, N.Y. 


Institute on Hospital Organization —- 
November |7-19; Boston (Somerset 
Hotel) 

Disaster Planning —- November | 8-20; 
Los Angeles ‘Ambassador Hotel) 
Methods Improvement——December | -3: 

Denver (Cosmopolitan Hotel) 

“Staffing” Departments of Nursing — 
December 8-11; Chicago (Shoreland 
Hotel 

Hospital Housekeeping —— December 8- 
12; Los Angeles ‘Ambassador Hotel) 


Ordered definitions 
(Continued from page 46) 


either by a specialty field of medicine 
or by a specific category of disease. 
There will be no difficulty in ex- 
tending this definition, as in the 
case of special hospitals, to cover 
such special parahospitals as are 
exemplified by the following: 
An OBSTETRICAL (MATERNITY) PARA- 
HOSPITAL is a parahospital with its 
services (including those of obstetri- 
cal delivery) directed wholly or chiefly 
to obstetrical patients. 
A PSYCHIATRIC (MENTAL) PARAHOS- 
PITAL is a parchospital with its serv- 
ices directed wholly or chiefly to psy- 
chiatric patients. (Examples: ‘‘senile’’ 
perchospitals, ‘‘mentally defective’ 
parahospitals. ) 
An EPILEPSY PARAHOSPITAL is a para- 
hospital with its services directed 
wholly or chiefly to epileptic patients. 
A CANCER PARAHOSPITAL is a para- 
hospital with its services directed 
wholly or chiefly to cancer patients. 


HOSPITAL OR PARAHOSPITAL? 


Perhaps the most crucial test of 
the system, of patient centers as 
defined herein rests in its poten- 
tial to differentiate the parahos- 
pital from the hospital. Two bases 
exist for arriving at this distinc- 
tion; they may be used together or 
separately. 

The first depends on the nature 
of the continual physician services 
and continuous nursing services 
essential to the hospital. “Con- 
tinual physician services’ implies 
that at least the management of 
the patient is under continued 
direction of the physician; “con- 
tinuous nursing services” means 
that at least the nurses exercise 
continuous supervision of the pa- 
tient. Such services must be per- 
formed for patients who require 
them or the “services” by defini- 
tion are not services. In other 
words a parahospital cannot be- 
come a hospital by providing such 


p> CASTERS AND WHEELS 


Hospitals 


Thousands of Darnell Brake Casters in use 
in the World's leading hospitals prove their 
dependability Ready availability in a com- 
plete line of sizes and models with various 
treads (including Neoprene, Non-Conduc- 
trve Rubber and Phenolic Wheels) and a 
variety of stems, top-plates and other fit- 
tings for ease of application to hospital 
equipment make them first choice for econ- 


DARNELL CORPORATION, LTD. 
DOWNEY ‘LOS ANCELES COUNTY) CALIFORNIA 
60 WALKER STREET, NEW YORK 13, NEW YORK 
36 NORTH CLINTON STREET, CHICAGO 6, ILLINOIS 


> 


| 
| | 
| | 
onox- 
| Proven Economy! 
| 
| 
| 
= 
Use ALCONOX 
| 
| 
| 
| omy-minded buyers 
| 
| 
Sond jor 
_) 
FREE Hof 
DARNWELL 
— 
pette washers. Box of 
Table 5.00 
| 
| | 
NOVEMBER |, 1958, VOL. 32 109 


STATEMENT OF THE OWN- 
ERSHIP, MANAGEMENT, AND 
CIRCULATION REQUIRED BY 
THE ACT OF CONGRESS OF 
AUGUST 24, 1912, AS AMEND- 
ED BY THE ACTS OF MARCH 
3, 1933, AND JULY 2, 1946 (Title 
39, United States Code, Section 233) 


OF HOSPITALS, published twice a 
month at Chicago, IIL, 


1. The names and addresses of the pub- 
lisher, editor, managing editor, and business 
managers are: 


Publisher: American Hospital Association, 
18 E. Division St., Chicago 10. 

Editor: Edwin L. Crosby, M.D., 18 E. 
Division St., Chicago 10. 

Managing editor: Aaron Cohodes, 18 B 
Division St., Chicago 10. 

Controller: John E. Sullivan, 18 E. Divi- 
sion St., Chicago 10. 


2. The owner is: (If owned by a corpora- 
tion, its name and address must be stated and 
also immediately thereunder the names and 
addresses of stockholders ewning or holding 
l percent or more of total amount of stock. 
If not owned by a corporation, the names 
and addresses of the individual owners must 
be given. If owned by a partnership or other 
unincorporated firm, its name and address, as 
well as that of each individual member, must 
he given.) 


American Hospital Association, 18 E. Divi- 
sion St., Chicago 10. 


Edwin L. Crosby, M.D., 18 E. Division 


St., Chicago 10 (Director). 


University of Minnesota 


Ray Amberg, 
Minn. (Pres.). 


Hospitals, Minneapolis 14, 


John N. Hatfield, supt., Passavant Memo- 
rial Hospital, Chicago 11, Illinois (Treasurer). 


3. The known bondholders, mortgagees, 
and other security holders owning or holding 
1 percent or more of total amount of bonds, 
mortgages or other securities are: (If there 
are none, so state.) NONE 


4. Paragraphs 2 and 3 include, in cases 
where the stockholder or security holder ap- 
pears upon the books of the company as 
trustee or in any other fiduciary relation, the 
name of the person or corporation for whom 
such trustee is acting; also the statements in 
the two paragraphs show the affant’s full 
knowledge and belief as to the circumstances 
and conditions under which stockholders and 
security holders who do not appear upon the 
books of the company as trustee, hold stock 
and securities in a capacity other than that 
of a bona fide owner. 


5. The average number of copies of each 
issue of this publication sold or distributed, 
through the mails or otherwise, to paid sub- 
scribers during the 12 months preceding the 
date shown above was: (This information is 
required from daily, weekly, semi-weekly, and 
triweekly newspapers only.) 


JOHN E. SULLIVAN 
Controller. 


Sworn to and me this 
10th day of September, 
[SEAL] 
BEULAH DEEKEN 
Notary Public. 


(My commission expires February 19, 1962.) 
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services to patients who do not 
require them. 

But suppose a patient center 
meets the criteria of continual 
physician services and continuous 
nursing services for patients who 
require them. Is this patient cen- 
ter by definition a hospital? If not 
necessarily so, what other factors 
remain to be considered? The sec- 
ond basis for differentiation helps 
us to answer these questions. 

The hospital, and also the para- 
hospital, must be classifiable as be- 
ing general or special in accord 
with definitions of the system. A 
general parahospital ‘(with “its 
services devoted to patients who, 
collectively, have a variety of 
physical or physical and mental 
conditions”) would then have to 
provide the same services as a 
general hospital to be considered a 
general hospital. ‘he general para- 
hospital would have to include 
services for “internal medicine, 
general surgery or complicated ob- 
stetrical delivery, and x-ray and 
clinical laboratory”. Further, the 
general “parahospital’’ could not 
qualify as a hospital by claiming 
to be a special hospital since the 
character of its patients (those 
who “collectively have a variety of 
physical or physical and mental 
conditions”) has already been, or 
may easily be, established. 

Similarly, special hospitals in- 
clude services and characteristics 
stipulated in the definitions which 
exceed those of a special para- 
hospital. For example, a maternity 
hospital includes services for com- 
plicated obstetrical delivery. These 
would not be found in a maternity 
parahospital. 

Consider also as an example the 
distinction between hospital and 
parahospital in the specialty-field 
of internal medicine. Remember- 
ing always that “when services 
are called for, it follows that facil- 
ities for those services must be 
present’’, we have stipulated in the 
definition for the internal-medi- 
cine hospital that x-ray and clini- 
cal laboratory services must be 
included. The internal-medicine 
paraffospital is not required to 
have these services. 

The category of patient centers 
currently labeled “chronic disease 
and convalescent hospitals” was 
selected as an excellent one on 
which to test efficacy of the defini- 


tions in differentiating between 
parahospitals and hospitals. Cali- 
fornia was again chosen as a state 
with a representative population 
of hospitals. The following sources 
of information were used to as- 
semble needed data: the 1957 
Guide Issue of HOSPITALS, JOURNAL 
OF THE AMERICAN HOSPITAL ASSO- 
CIATION; the files of the Associa- 
tion’s Hospital Information Bu- 
reau; the files of the Hospital 
Research and Educational Trust’s 
research project “The Operation 
of Hospital Planning and License 
Laws;” and_ verification where 
available through source material 
of the California Department of 
Health. 

The results of this 
tion were as follows: 
@ 22 hospitals in California are 
listed as chronic and convalescent 
hospitals in the Guide. 

@ 14 of these 22 are parahospitals 
by our definition. 

@ Of the remaining 8, one is now 
out of operation, one is in fact a 
unit of a general hospital, and one 
has since become aé_ short-term 
general hospital. One of the resid- 
ual five provides services for sur- 
gery, conforming to the definition 
of a general hospital; another is 
a long-term children’s general 


investiga- 


hospital; and the last three are 
long-term, internal-medicine hos- 
pitals. 


It will have been noted earlier 
perhaps that the term “chronic 
disease hospital’ is missing from 
the system we propose. It is nat- 
ural to assume that acute and 
chronic are definitive terms for 
conditions and thereiore the de- 
scription of a hospital as an acute 
general hospital or a chronic dis- 
ease hospital refers specifically to 
the types of conditions treated in 
such hospitals. However, acute 
general hospitals provide services 


for many chronic conditions as . 


well as their exacerbations. Also, 
many “chronic disease hospitals” 


as presently called provide serv- . 


ices for the acute phases of many 
conditions. 

The terms acute and chronic 
when used in describing hospitals 
have in reality both become words 
of very loose meaning associated 
mainly with the length of stay of 
patients in the centers of refer- 
ence. It is our reasoning that acute 
and chronic should remain descrip- 
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tive of condition, and that the 
growing tendency to use short- 
term and long-term as descriptive 
of the usual length-of-stay ele- 
ment is commendable. The so- 
called “chronic disease hospitals’’ 
are classified in the system pre- 
sented here as long-term general 
hospitals and long-term special 
hospitals depending on the services 
provided and the conditions han- 
dled. 


REHABILITATION ... 


Although there is a _ specialty 
field of medicine known as “physi- 
cal medicine and rehabilitation,’ 
rehabilitation is more appropri- 
ately an overlay to the patient- 
center system. Rehabilitation can 
occur and be planned for in any 
patient center. More important is 
the fact that rehabilitation in- 
volves more than medical (physi- 
cian and paraphysician) services; 
it very properly includes also psy- 
cho-social and vocational or edu- 
cational services. Indeed there may 
be only incidental medical services 
in a rehabilitation center, or even 
none at all. Because of this we be- 
lieve that rehabilitation centers 
require their own system,” it being 
understood that their medical 
services when present will 
qualify them as patient centers. 


also 


OUTPATIENT CENTERS 


The following definitions for 
outpatient centers seem not to need 
explanatory comment except for 
one point. Such centers may be 
freestanding or parts of other pa- 
tient centers. But this is not per- 


9. The following is a tentative system of 
definitions for rehabilitation centers. 

A REHABILITATION CENTER is an 
establishment with permanent facilities 
and two or more of the following serv- 
ices directed wholly or chiefly to pa- 
tients or disabled persons in a program 
of rehabilitation: medical services, psy- 
cho-social services, and 
training or educational servi 

A PATIENT REHABILITATION CEN- 
TER is a rehabilitation center with its 
medical (physician and paraphysician)} 
and psycho-social services directed 
wholly or chiefly to patients in a pro- 
gram of rehabilitation. 

A TRAINEE REHABILITATION CEN- 
TER is a rehabilitation center with its 
psycho-social and vocational or edu- 
cational training services directed 
wholly or chiefly to disabled persons in 
a program of rehabilitation. 

A COMPREHENSIVE REHABILITA- 
TION CENTER is a combination of a 
patient rehabilitation center and a 
trainee rehabilitation center 

An INPATIENT REHABILITATION 
CENTER is a patient rehabilitation cen- 
ter with its services directed wholly or 
chiefly to inpatients in a program of 
rehabilitation. 

An OUTPATIENT REHABILITATION 
CENTER is a patient rehabilitation cen- 
ter with its services directed wholly or 
chiefly to patients who receive no lodg- 
ing in a program of rehabilitation. 
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COPIAGUE, L. I., N.Y. 


Since 1916 Originator and Maker of 
Bloodpressure Apparatus Exclusively 
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Dangerous bacteria like 
Golden Staph breed on 
clean floors, ;too. Re- 
dispersed in the air, disease germs 
can strike anyone, any time. 


Play it safe. Specify ELIMSTAPH 
#2 as your daily cleaner. Its 
phenol coefficient of 33 (certified 
by U. S. Testing Co.) is 3 to 6 
times more powerful than most 
germicides. Penetrates the wall, dis- 
integrates the entire germ cell from 
within. Residual, it retains killing 
efficiency as long as it remains on 
the floor. 

Saves you money. You use only 
one ounce per gallon of water. Cuts 
labor, too. Does a superb cleaning 
job, disinfects and deodorizes in 
one application. 


Besides floors, apply ELIMSTAPH 
#2 on walls, doors, furniture, toil- 
ets, showers. Use it to disinfect 
garbage cans, mops, pails, brushes. 
Don’t wait. Mail the coupon for 
full data on this amazing product. 


YORK 


PESEARCH 
CORPORATION 


Continuing quality 


tested and approved by 


' Walter G. LEGGE Co., Inc. 
Dept.H-11, /0/ Park Ave., 17,N.Y. 
' = Branch offices in principal cities. 

. In Toronto — J, W. Turner Co. 


["] Please Rush Full Information on 
ELIMSTAPH #2 
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tinent to necessary description; the 

definitions apply equally well to 

either situation. 
An OUTPATIENT CENTER is a medical 
establishment with permanent facili- 
ties and services (physician and para- 
physician, or dental) for patients who 
are not given lodging in receiving 
those services. 
A GENERAL OUTPATIENT CENTER is an 
outpatient center with physician serv- 
ices and adequate paraphysician serv- 
ices, including x-ray and clinical lab- 
oratory, for patients who collectively 
have a variety of physical or physi- 
cal and mental conditions. 
A SPECIAL OUTPATIENT CENTER is an 
outpatient center with physician serv- 
ices and adequate paraphysician serv- 
ices for patients who collectively have 
conditions related either by a spe- 
cialty field of medicine or by a spe- 
cific disease category... 
A DENTAL OUTPATIENT CENTER is an 
outpatient center with dentist and 
dental-aide services devoted to dental 
patients. 
An OBSTETRICAL (MATERNITY) OUT- 
PATIENT CENTER is a special outpa- 
tient center with its services, includ- 
ing clinical laboratory, directed wholly 
or chiefly to obstetrical patients. 
A PSYCHIATRIC (MENTAL) OUTPATIENT 
CENTER is a special outpatient center 
with its services directed wholly or 
chiefly to psychiatric patients. 
A PHYSICAL-MEDICINE OUTPATIENT 
CENTER is a special outpatient center 
with its services, including physical 
and occupational therapy, directed 
wholly or chiefly to physical medicine 
patients. 
A PEDIATRIC OUTPATIENT CENTER is a 
special outptient center with its serv- 
ices, including x-ray and clinical lab- 
oratory, directed wholly or chiefly to 
pediatric patients. 
An OPHTHALMOLOGICAL AND OTO- 
LARYNGOLOGICAL (EYE, EAR, NOSE, 
and THROAT) OUTPATIENT CENTER is 
a special ovtptient center with its 
services, including x-ray and clinical 
laboratory, directed wholly or chiefly 
to ophthalmological and otolarynge- 
logical patients. 
A CEREBRAL PALSY OUTPATIENT CEN- 
TER is a special outpatient center with 
its services directed wholly or chiefly 
to cerebral palsy patients. 
A TUBERCULOSIS OUTPATIENT CENTER 
is a special outptient center with its 
services, including x-ray and clinical 
laboratory, directed wholly or chiefly 
to tuberculosis patients. 
A PUBLIC HEALTH CENTER is a special 


outpatient center with its services, 
especially those of preventive medi- 
cine, devoted to the implementation 
of community health programs. 


DEFINITION CONTINUES 


The patient system of definitions 
will be extended in a sequel to 
this paper. The definitions for “pa- 
tient”, “inpatient”, “newborn’”’, 
and “outpatient” given herein are 
but the first in a longer series 
that will further highlight the em- 
phasis on services as the key char- 
acteristic in our problem of defini- 
tion. 

Arriving at effective definitions 
and systematizing knowledge are 
the means for clarifying and, 
ultimately, solving many of the 
problems facing the hospital field. 
Confidence in a common factual 
knowledge prescribed by gener- 
ally acceptable definitions is essen- 


tial to progress in that knowledge. 


Help for small hospital 
pharmacies 
(Continued from page 59) 
designed to help both the admin- 


istrator and the pharmacist in be- 


coming acquainted with the needs 
and demands of such a working 
relationship. 

Material in the manual is based 
on regional conferences with hos- 
pital administrators and pharma- 
cists and on a survey conducted 
by Professor Berman in 102 smaller 
hospitals in Michigan. 

The University of Michigan Col- 
lege of Pharmacy plans to use the 
handbook in teaching senior phar- 
macy students who expect to prac- 
tice in rural or outlying communi- 
ties. The college also recommends 
the manual in the training of hos- 
pital pharmacists. 

The manual contains such in- 
formation as (1) kinds of drug 
orders pharmacists receive in hos- 
pitals, (2) special purchasing and 
inventory procedures, (3) basic 
drug stocks for nursing units, (4) 
medical terminology for the phar- 
macist, (5) safety factors and 
labeling methods, and (6) case 
studies of pharmaceutical services 
to smaller hospitals. 

Single copies are available to 
administrators and pharmacists 
without charge from the College 
of Pharmacy, University of Michi- 
gan, Ann Arbor. Ld 
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JOHN H. HAYES 


It could be that the dress de- 
signer who started the sack dress 
style got the idea as a result of 
undergoing an operation. He saw 
the uniforms being worn by the 
operating room nurses. 

Good maintenance men in hos- 
pitals are money savers. Expert 
carpenters, plumbers, upholsterers, 
painters, etc. are “depreciation re- 
ducers,” no matter what you pay 
them, even if you do not include 
depreciation in your bookkeeping. 

With so many of us owning cars, 
individuals now occupy much more 
space than formerly, because we 
are in the cars a good part of the 


time: going to work, to our pleas- 

ures, etc. It is indeed fortunate 

that we are not buried in our au- 

tos. If we were there would even- 

tually be nothing but cemeteries. 

The earliest “hospital” dieti- 
tians were probably the nice ladies 
who cooked broths and other nour- 
ishments to bring to their neigh- 
bors’ houses when sickness oc- 
curred. 

Nothing seems to delay delivery 
of a letter better:than a special 
delivery stamp. 

Someday—if I live long enough 
—lI am going to invent a comfor- 
table bedpan. 

If you eat like a horse you ought 
also to work like one. 

Hospitals with schools of nurs- 
ing would have no financial wor- 
ries if every employer of the 
nurses they graduate paid such 
hospitals a small percentage of 
the nurses’ salaries each year. 
Silly, of course, but why should 


sick people and philanthropy have 
to pay the cost of nurse education? 

SNAKE HOLLOW HOSPITAL 
NOTES: Zack Merkin, after his 
first hospital stay in his 89 years, 
said, on being discharged, “If I 
had known that a hospital is such 
a pleasant place to be I would have 
been in more often.” 

Mrs. Alma Sweetwater, presi- 
dent of our local garden club, who 
was a patient here from May until 
October, said, “I have been with 
you from jonquils to asters.” 

After our nurses commencement 
exercises 60 per cent of the 
class announced their engagement. 
Someone has suggested that we 
print this fact in our student nurse 
recruitment prospectus as means 
of attracting more students. 

The birds who built a nest in 
our TV aerial have now gone south 
for the winter. We wish the pi- 
geons had the same idea. 

Not so many years have elapsed 
since “blood letting” was consid- 
ered a cure for many ailments. 
Now we give transfusions. 


emember... 


Be? 
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DISPOSABLE 
NIPPLE COVERS... 


provide space for identification and for- 
mula data... instantly applied to nipple; 
save nurses time...cover both nipple and 
bottleneck. Do not jar off. No breakage. 
Use No. 2 NipGard for narrow neck bottle 
... use No. H-50 NipGard for wide mouth 
(Hygeia type) bottle. Be sure to specify 
type desired. 


THE QUICAP COMPANY, Inc. 


110 Markley St. 
Greenville, South Carolina 
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for quick, de- 
pendable protec- 
tion to nursing 
botties .. . use 
the original 
NipGard* covers. 
Exclusive patent- 
ed tab construc- 
tion fastens 
cover securely 
to bottle @ For 
High Pressure 
(autoclaving) . . . 
for Low Pressure 
(flowing steam). 


Your hospital 
supply dealer has 
NipGards. Profes- 
sional samples on 
request. 


GIVE YOUR HOSPITAL 


CONTROLLED PARKING 


‘ 


...- With the Low-Cost 
PARCOA Automatic System 


End the problem of parking at your hospital once and 
for all with PARCOA .. . the system that has proved 
itself at scores of hospitals across the country. 

PARCOA ... with exclusive card-key control... 
works automatically without attendants .. . pays for 
itself while assuring private parking 24 hours a day 
for doctors and staff. It’s simple, safe, dependable. 
Low in first cost. Minimum maintenance. Flexible— 
wide variety of controls—coin, card-key or com- 
bination. Now also available with TIME-DATED 
TICKET DISPENSER. 


Division of JOHNSON FARE BOX COMPANY 


4619 N. Ravenswood Avenue, Chicago 40, Illinois Gz 
Phone LOngbeach 1-0217 


SALES AND SERVICE OFFICES IN MAJOR CITIES LISTED UNDER BOWSER, INC. 
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Classifications: Classified advertis- 
ing accepted to run under the fol- 
lowing headings: 1—Services; 2— 
Instruction; 3— Wanted; 4— For 
Sale; 5—Positions Wanted; 6—Posi- 
tions Open; 7—Miscellaneous. 


Transient Rate: Thirty cents a 
word; minimum charge $4.50 per 
insertion. 


SERVICES 


DISASTER PLANNING consulting service 
to aid your industry or institution to pre- 
pare plans of action in case of fire, flood, 
natural disaster or civil defense situations. 
Timothy G. Stillman, P.O. Box 54B, Corn- 
wall-on-Hudson, New York. 


RECONDITIONING AND REPLATING OF 
SURGICAL INSTRUMENTS: Sharpening 
of scissors, burs, drills, ronguers, curetts, 
and special knives. Schrader Instrument 
og 219% East Main, Independence, 
owa. 


MISCELLANEOUS 


Investment syndicate is interested in pur- 
chasing proprietary profit making open 
staff hospitals anywhere in the United 
States. Will retain present personnel and 
maintain high standard public and patient 
relations. Unlimited cash available. All 
replies will be held in strict confidence. 
Address HOSPITALS, Box I-25. 


POSITIONS OPEN 


(a) DIRECTOR OF NURSING: Admin- 
ister and coordinate work of nursing serv- 
ice and school of nursing. Prefer masters 
degree in education or administration 
with successful experience. (b) ASSO- 
CIATE DIRECTOR OF NURSING: in 
charge of school of nursing. Prefer mas- 
ters degree in education but BS acceptabie 
if accompanied by proven ability. JCAH 
accredited, non-sectarian hospital of 576 
beds including 125 non-acute beds and 
NLN accredited, diploma school of 160 
students. University affiliation for basic 
sciences. Excellent salary, personnel poli- 
cies and working conditions. Furnished 
apartment at reasonable rent is available. 
City of 110,000 located in year round 
recreational area. Write Personnel Direc- 
pe St. Luke's Hospital, Duluth 11, Minne- 
sota. 


DIETITIAN: Therapeutic; with some ad- 
ministrative and supervisory work: and 
to help maintain patient contact: open 
now; good salary; 40 hour week; 4 weeks 
vacation; professional laundry furnished: 
273 beds and 43 bassinets; approved: no 
schoo! of nursing. Applv Miss Fern Brown. 
Director of Dietetics. Reid Memorial Hos- 
pital, Richmond, Indiana. 


DIETITIAN: Opening in 400 bed hospital 
which is adding 120 bed rehabilitation unit. 
Excellent opportunity in therapeutic or 
administrative work for A.D.A. registered 
person. Salary commensurate with train- 
ing and experience. Liberal benefits. Ap- 
ply Personnel Director, Iowa Methodist 
Hospital and Raymond Blank Memorial 
Hospital for Children, Des Moines, Iowa. 


ASSISTANT DIRECTOR, OCCUPATIONAL 
THERAPY — Modern tuberculosis hospital 
with affiliation program. Five day week, 
40-hour, paid vacations, 7 holidays, sick 
leave, social security. Excellent opportun- 
ity for progressive administrator. Resume 
to Director, Occupational Therapy, Emily 
P. Bissell Hospital, 3000 Newport Gap Pike, 
Wilmington 8, Delaware. 


REGISTERED NURSES: For a 201 bed 
University Hospital. Starting Salary $270- 
$285, rotating shifts with pay differential. 
40 hour week add other liberal policies. 
Write; Director of Nursing, University of 
Nebraska College of Medicine; 42nd and 
Dewey, Omaha 5, Nebraska. 
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WOOD WAR 


FORMERLY AZNOES 


185 V.Wabash-Chicage, 


Telephone RAndolph 6-5682 


ADMINISTRATORS: (a) Med or non- 
med; 600 bd med cntr; sev! units; req’s 
expr, med schi affild hosps; lge tchg prog; 
NE. (b) Med or non-med; new univ hosp, 
lge size: important univ cntr; very sub- 
stantial; So.Atlantic. (c) 3 hosps, total’g 
450 bds, fully-apprvd: one w/excl adm & 
publ rels exper; $15,000; twn 80,000, New 
Eng. (d) 300 bd, general, vol, fully-apprvd 
hosp; lge city, PacNW. (e) 240 bd, vol, 
genl, JCAH hosp; one of finest twns, 100,- 
000, Calif. (f) New, 150 hosp, serv’g 
clinic staffed by 50 men: tropical island, 
American dependency; $12-15,000. (g) 125 
bd hsp, in planning stage; need adm’s ad- 
vice; resort area, warm climate. (h) 120 
bd hosp, estab’d 1913; may add new wing: 
$7,000, Midwest. (i) Direct 60 bd Nsp & act 
as consultant in opening 4 additional sm! 
hsps; will dir each as they open; excl 
oppor achieve directshp—grp 10 hsps: So. 
Calif. (j) New, modern, genl 60 hosp; 
about $10,000, Northwest. (k) Small, gen! 
hosp, estab’d ‘36; entails reorganization; 
$6,500; Midwest. 


ASSISTANT ADMINISTRATORS: (1) Re- 
place one resigned; req’s grad HA course 
& exper; 600 bd, fully-apprvd hsp; $7-10,- 
000: univ city, E. (m) 200 bd, genl, vol, 
JCAH hsp; one exper’d Personnel wk; to 
$6,000; coll twn, Midwest. (n) Asst Dir & 
Controller; 275 bd, genl, vol, fully apprvd 
hsp, expndg 50 bds; sal open, minimum 
$6,000; lge city, New England. 


ADMINISTRATIVE POSTS: (0) Credit 
Mer; req’s 3 yrs exper c & c; pref coll 
deg & acctng trng: supervise staff of 10; 
250 bd, fully-apprvd hosp; to $6,000; coll 
twn 80,000, Mideast. (p) Adm pers & publ 
rels prog: 150 bd, genl, vol, JCAH hosp; 
to $6,500; nr Ige univ citv, Mideast (q) 
Purchasing Agent; 300 bd, fully-apprvd 
hosp, unit of 10 hsps: excl oppor advance; 
about $7,000; Midwest. 


EXECUTIVE HOUSEKEEPERS: (a) ye 
prv'd gen hsp 200 bds; Fla resort loca. (b) 
Oppty reorg dept; 1 ass’t; 300-bd vol gen 
hsp; $4800; M univ ctr. (c) Fully ap- 
prv'd gen hsp 200 bds: historic city nr 
impor univ med ctr; SE. (d) Full chge 
dept in 350-bd gen hsp, also 3 affil resi- 
dences; univ city, st. capital; MW. (e) 
Gen hsp 100 bds, est 1955; SW resort city 
35,000. (f) Sm apprv’d ped hsp: sal incl 
2-rm suite, full mtce; NYC vicin. (g) Gen 
hsp 200 bds; lge expan prog now being 
planned; sm twn nr lige, prog city; MW. 


SHAY MEDICAL AGENCY 
Blanche L. Shay, Director 
55 Eost Washington Street 


Chicago 2, Ill. 


EXECUTIVE PERSONNEL: (a) Business 
Manager. Southwest. degree in accountin 
or business administration. Large hospita 
$8400 plus rg home on hospital grounds. 
(H-2462) (b) ersonnel Director. Middle 
West. 275 bed hospital. 600 employes. $7200. 
(H-2346). (c) Assistant Business Manager. 
Southeast. 500 bed hospital. (H-2434). (d) 
Credit and Collection Manager. South. Re- 
sort Area. 50-bed hospital-new (H-2357). 
(e) Personnel Director. Southwest. 500 bed 
teaching hospital. (H-2195). (f) Purchasing 
Agent. East. 500 bed hospital. (H-2229). 
Accountant office manager. 100 bed hos- 


pital. Est. 60 bed expansion planned. 
(H-2226) . 


EXECUTIVE HOUSEKEEPERS: (a) Cali- 
fornia. 325 bed hospital 24 maids in de- 
partment. (H-1175). (b) Southwest. 500 
bed teaching hospital. (H-2192). (c) South. 
375 bed hospital in city of 70,000. (H-1613). 
(d) East. Near Boston. 125 bed hospital. 
(H-2401). (e) Northwest. 275 bed hospital. 
75 full time employes in department. 
(H-1973). (f) East. 400 bed hospital. New 
600 bed hospital being built. Will be read 
next year for occupancy. To $7500. 
(H-2247). 


NOTE: We can secure for you the position 
you want in the hospital field, in the 
locality you prefer. Write for an appli- 
cation—a postcard will do. ALL NEGO- 
TIATIONS STRICTLY CONFIDENTIAL. 


THE MEDICAL BUREAU 
M. Burneice Larson—Director 
900 North Michigan Ave. 
Chicago 11, Illinois 


ADMINISTRATORS: (a) Med; 500-bed gen. 
hosp; E; $25,000. (b) Ass’t med. dir; > 
bed gen. hosp; attractive city, outside US. 
(c) Ass’t dir: 1000-bed hosp; pref. M.D. 
qual. dir. outpatient clinic; oppor. suc- 
ceeding dir. upon his retirement within 
few years: med. school city, MW. (d) 
Ass’t: Master’s req; pref. 30-40 with min. 
3 yrs’ exp. as ass’t lge hosp. or adm. small 
hosp; 375-bed gen. hosp., Calif. (e) Ass't; 
Master’s Hosp. Adm, several yrs’ exp. req: 
600-bed gen. hosp; E; $7-$10,000. (f) New 
49-bed mosp; Mexico. (g) Small gen. hosp; 
pref. woman RN; min., $5000 including 
penthouse apt; MW. 


ANESTHETISTS: (a) Handle complete 
anes. small hosp: prosperous farm com- 
munity; $8000 up; MW. (b) Staff; modern 
200-bed hosp; Pac. NW; $6800. H11-2 


Manage dept, 50-bed 
ood sal. (b) 
area; $4800 


DIETITIANS: (a) 
mod. hosp; Gulf region, Fia; 
Teach in busy med. ctr, NY 
plus. H11-3 


DIRECTORS OF NURSING: (a) Dir., male 
or female, 2000 bed psy hosp: to $9000, 
mtce, MW. (b) Dir., nrsg serv & school; 
180-bed hosp; prog. city, So; $800-$10,000. 
(c) Dir., all graduate staff; ige specialty 
hosp commuting distance NYC; outstand- 
ing financial oppor; pref. grad. hosp. adm. 
course. H11-4 


EXECUTIVE HOUSEKEEPER: Wealthy 
suburban home for retired businessmen; 
also act as ass’t adm. MW. H11-5 


EXECUTIVE PERSONNEL: (a) Control- 
ler; hosp. grp, 600 beds; univ. city, MW; 
up to $10,000. (b) Personnel & purchasing; 
rp of 62 hosps; $8-$10,000 resp; med. ctr, 
a (c) Public relations dir; capable of 
conducting in-service training prog; 250- 
bed gen. hosp nr NYC. (d) Personnel dir; 
500-bed gen. hosp; univ. city, Pac. Coast. 
(e) Ass’t purchasing dir; 1000 bed tch’g 
hosp, E. (f) Food director; 550-bed hosp; 
near Philadelphia. H11-6 


FACULTY: (a) Educational dir; est. in- 
serv. rog; prepare procedure manual; 
ideal Fla. location; top sal. (b) Instruc- 
tors: adult vocational schools; $6600 up; 
MW. H11-7 


RECORD LIBRARIANS: (a) Org. new 
record installation of So. Calif. med. ctr; 
above average sal. (b) Small friendly 
Ariz. hith resort; 40-bed hosp; $400 start. 
H11-8 


SUPERVISORS: (a) Outpatient; renowned 
hosp. outside US; English speaking per- 
sonnel; mild ocean climate; $5000 up, 
transp. (b) OR, Central Serv, act as con- 
sultants in hsp planning; travel thruout 
US; $7500 expenses. H11-9 
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Attractive position for ASSISTANT DIE- 
TITIAN: established hospital, 150-beds, 
with new building and facilities, all serv- 
ices. Excellent community near Philadel- 
phia. Top working conditions. E. H. Pres- 
cott, Pottstown Hospital, 
Pottstown, Pennsylvania 


ASSISTANT ADMINISTRATOR: 310-bed, 
fully accredited Protestant Hospital. In- 
terns and Residents, school of nursing; 
metropolitan area. Must have Masters De- 
grees and at least three years subsequent 
experience. Age not to exceed 36 years. 
Address HOSPITALS, Box I-71. 


NURSE: Live in. Give some anesthesia. 
Salary open. 26 bed hospital. Very little 
surgery. Friendly community. Wodea 
Lewis, Administrator, Renville-Bottineau 
Hospital, Mohall, North Dakota. 


ANESTHETIST: R.N.A. for nearly new 
114 bed general hospital. Hospital cafe- 
tera, energetic medical staff, excellent 
Starting salary with time and merit in- 
creases. Liberal employee benefit program, 
or free lance basis. Write Administrator, 
Coffeyville . Memorial Hospital, Coffey- 
ville, Kansas. 


Immediate opening for DIRECTOR OF 
MEDICAL RECORDS DEPARTMENT. 446 
bed general hospital. Good salary and per- 
sonnel policies. Opportunity to work with 
Professional Activity Study. Write Mr. 
J. M. Dunlop, Administrator, Bridgeport 
Hospital, Bridgeport, Connecticut. 


COMBINATION LABORATORY TECHNI- 
CIAN-X-RAY TECHNICIAN: Registered, 
for eastern medical group clinic in city 
of 35,000. Good conditions, fringe benefits 
and $400 per month or over to start. Ad- 
dress HOSPITALS, Box I-73. 


DOROTHEA BOWLBY ASSOCIATES 


8 South Michigan Avenue Chicago 3, Il. 
Suite 1420—ANdover 3-5293 
Dorothea Bowlby, Director 


A Specialized Employment Service for 
Medicai and Hospital Personnel. (Men 
and Women.) For Administrators, Person. 
nel Directors, Business Managers, Dieti- 
tians, Physicians, Directors of Nurses, 
Therapists, Pharmacists, Medical Record 
Librarians, Anesthetists, Public Relations 
Directors, Housekeepers, 
Biochemists, Medicai Technologists, Ray 
lechnicians, Fo Service Managers. All 
inquiries from applicants are kept strictly 
confidential. 


ASSISTANT ADMINISTRATOR: leading 
to administrator’s position. 35 bed, pro- 
gressive general hospital. M.S.H.A., or 
equivalent experience necessary. Salary 
open. Address replies to: Mr . Hughes, 
Pres., Capitol Hospital, 1971 West Capitol 
Drive, Milwaukee 6, Wisconsin. 


REGISTERED LABORATORY TECHNI- 
CIAN: Top sition open for male or 
female A.S.C.P. registrant. Write or phone 
Administrator, Canonsburg General Hos- 
pital, Canonsburg, Penna. 


A & G MEDICAL PERSONNEL AGENCY 
834 Second Street 


Lancaster, Pennsylvania 


Our services are limited to securing posi- 
tions for Physicians, Dentists, Residents, 
Interns, Nurses and Technicians. In- 
qguiries confidential. Write for further de- 
tails. NO REGISTRATION FEE. 


POSITIONS WANTED 


MEDICAL ADMINISTRATOR: Wide ex- 
perience, numerous medical administra- 
tive-command positions U.S. Army. M.D., 
MHA, MACHA. Desires challenging posi- 
tion Hospital Administrator or Director, 
education-training program Preferably 
—— England. Address HOSPITALS, Box 
-70 


ADMINISTRATOR, MACHA, 13 years, ex- 
perienced personnel, public relations, con- 
struction. Excellent references. Desires 125- 
175 beds in or near city. SW or Florida 
preferred. Currently employed. Address 
HOSPITALS, Box I-69. 


Experienced present director of school of 
anesthesia desires to OPEN A NEW 
SCHOOL. Address HOSPITALS, Box I-72. 


OUR 62nd YEAR 


WOOD WAR 
BUREAU 


FORMERLY AZNOES 


183 V.Wabash-Chicage, 


ADMINISTRATOR: MHA; 2 yrs, asst, 400 
bd, genl hsp; 4 yrs, adm, 225 bd, genl hsp; 
very active State & local hosp affairs; 
seeks better schis, cultural advntge for 


family; prefers acute genl hosp; early 40's. 
ASSISTANT ADMINISTRATOR: AHA: 
BA, bus adm; MS, hsp adm; gy Be 
pleted res seeks assist admshp st or 
SE; age 27. 


EXECUTIVE HOUSEKEEPER: male; early 
40's; some coll trn 8% yrs hskpg exp, 
lige facil; seeks similar posi; NE & Atlantic 
Coast pref, highly recom 


EXECUTIVE HOUSEKEEPER: early 50's; 
cons hotel, motel exp; past 2% yrs, full 
chge dept, 300-bd hsp; W, SW pref. 


EXECUTIVE HOUSEKEEPER: late 50's: 
coll grad; past 4% yrs, asst in lige gen 
hsp; seeks full chge posi, N.Engl pref. 


MEDICAL RECORD LIBRARIAN: Con- 
sultant for several hospitals; presently 
available for post in Okla, Texas or Ar- 
kansas; member, Amer Assn of MRL’s; 
last post, Chief MRL, 475 bed, California 
hosp, 4 yrs. 


PATHOLOGIST: Board Elig, both 
branches; 3 yrs, med ofc, US Army; 3 yrs, 
Path res, excl 700 bd, univ hosp; presently 
Asst Prof: seeks post as Assoc Path in 
priv hosp w/facils for rsrch (tchg, if pos- 
sible); numerous publications; middle 30’s. 


RADIOLOGIST: 4 yrs, priv, gen! practice; 
complet’g 3 yrs, excl Rad res, wonderful 
univ hsp; seeks hosp post, So, SW, or 
Calif; immed avail; age 34. 


THE MEDICAL BUREAU 


M. Burneice Larson—Director 
900 North Michigan Ave. 


Chicago 11, Illinois 


ADMINISTRATOR: Medical; 16 yrs’ suc- 
cessful exp. as hosp. adm; FACHA. 


ADMINISTRATOR: MHA; 4 yrs, § assoc 
dir, 400-bed tch’g hosp; 6 yrs, dir, 225-bed 
hosp. 


COMPTROLLER: BS (Major; Account- 
ing); since ‘51, comptroller & office mgr, 
210-bed hosp 


PATHOLOGIST: Young path; since com- 
pleting 4-yr res. at important tch’g hosp 
has remained on staff as asst dir; Diplo- 
mate. 


RADIOLOGIST: training in rad., tch’g 
hosp; 3 yrs, priv. & hosp pract; Diplomate. 
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American Hospital Association 
18 E. Division St., Chicago 10, Illinois 


issue(s) of HOSPITALS 
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For Sale Instruction Positions Wanted 
Positions Open Services Wanted 
") Check or Money Order Enclosed Signed me. 
[) Bill the Hospital Title 
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There are a lot of reasons why so many physi- 
cians specify Bufferin. For instance, it’s better 
tolerated than plain asp'rin—many times bet- 
ter tolerated according to one recent study' of 
236 patients. Therefore, it’s the choice when 
high-dosage or long-term salicylate therapy 
is indicated. And Bufferin contains no sodium 
—so it’s ideal for effective pain relief when the 
patient’s on a low-salt or salt-free diet. 
Bufferin makes work easier for the hospital 
staff too: no stomach upsets to waste nursing 
time—the fast onset of action means fewer of 
those “why don’t I feel better yet” calls. 


ay 


fi 


And the new 1,000 tablet hospital size bottle 
of Bufferin means that you can now economi- 
cally stock this fine analgesic for general hos- 
pital and out-patient use. Be sure it’s available 
in your pharmacy. 

Each Bufferin tablet combines 5 grains of 
aspirin with Di-Alminate (Bristol-Myers’ 
name for the exclusive combination of the 
antacids aluminum glycinate and magnesium 
carbonate). 

1. Sher, D. B.: Aspirin and APC Irritation of the Stomach, 


Scientific Exhibit, World Congress of Gastroenterology: 
Washington, D.C., May, 1958. 


ANOTHER FINE PRODUCT OF BRISTOL-MYERS 
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“YES...1 HAVE SPECIAL REASONS FOR WANTING BUFFERIN” 
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AS TOMORROW'S SURGERY 


The AMERICAN 
Major Surgical 
Operating Table 


University Yicrofilms 
313 North First Street 
Ann Arbor, Mich. C 


* Compact, permanently mounted base with 
electro-hydraulic or hydraulic power lift 


* Divided and removable foot section 


* Head, back and seat sections X-ray 
penetrable 


*K Sliding Transurethral Tray 
* “Winged” ether screen 


... these and many more exclusive features distinguish 
the 1085 as the major table designed for modern 
Surgery. 

The unparalleled versatility and precision of this 
new table are an incomparable aid to the surgical 
. | | team... as helpful to the patient as ‘‘a third hand for 


the surgeon.”’ 


Write for your copy of illustrated brochure TC-294. 


AMERICAN 


STERILIZER 


ERTE+ PENNSYLVANIA 


The 1085 isan addition to the Amsco line 
of Major Surgical Tables. The 1080 and 1080E 
will continue to be available. 
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